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TUBERCULOSIS IN CHILDREN: SOME ASPECTS OF THE PROBLEM* 


HERBERT M. RICH, M. D. 
Detroit, Mich. 


The prevalent popular conception of 
tuberculosis must be changed. It is re- 
garded as a very fatal disease: indeed, one 
is not infrequently asked whether patients 
with consumption ever do actually recover. 
As a ‘matter of fact, tuberculosis, in view of 
the number of people infected, must be con- 
sidered as a disease of rather low mortality. 
Its insidious symptoms ordinarily hide the 
early stages and aborted cases. It is un- 
doubtedly the most wide-spread of all par- 
asites dangerous to human life, and its 
death-roll is unequalled. Still the great 
majority of persons infected recover, as 
shown by post-mortem statistics. 

There is ample clinical and experimental 
evidence in favor of the latent infections of 
prolonged duration. As Von Pirquet says, 
“The whole adult pathology of tuberculosis 
is chronic processes, reinfection or terminal 
stages, the beginning of which must be re- 
ferred to childhood.” If it is true that the 
majority of people are infected before the 
age of fourteen, then the study of the early 
stages must be made in childhood. It is 
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the study of these early stages and of the 
course of fatal cases which is to lead us toa 
more effective campaign of prevention. 


INCIDENCE AND AGE DISTRIBUTION 


In 1131 autopsies on children under three 
years of age at the Babies Hospital in New 
York, Wollstein found 185 cases of tuber- 
culosis. This made 11.4% of the cases 
studied. Of these, 11% were infants under 
one year, 35% between one and two years, 
and 27% between two and three. These 
figures are fairly typical of other series 
published abroad by Orth, Heubner, Ham- 
burger, and others. 

Shennan reports from Edinburgh, 1085 
autopsies on children up to thirteen years, 
and of these, 421, or 38.8%, were tuber- 
culous. In nearly one-half of those cases 
(44.8%) death was due to meningitis. 

The number of deaths due to this disease, 
however, by no means represents its prev- 
alence. Thus in Vienna Von Pirquet 
found 90% of hospital children reacting 
to his test. These, however, were sick 
children from poor families in a city where 
tuberculosis is so prevalent that all over 
Germany it is recognized by the term 
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“Wiener Krankheit.” In 1907, Lowman 
found in Cleveland that 20% of 500 school- 
children gave evidence of infection, and 
Roux, in Paris, found 40%. In 2295 
school-children in New York, tuberculosis 
was found in 29%. Dietrich, of Berlin, 
from a recent analysis of Prussian statistics, 
reports that there are a greater number of 
actual deaths from tuberculosis in the first 
year of life than during any other period. 
He further states that while the general 
death-rate from tuberculosis has decreased 
20% in twenty years, the infant rate has 
increased (Bonney). These figures show, 
without a doubt, that tuberculosis in chil- 
dren is common, and in the first year of 
life is very fatal. 

Theaccompanying charts (modified from 
Williams) show the substantial agreement 
(No. 1) between post-mortem findings and 
tuberculin reactions in regard to the great 
prevalence of tubercular infection among 
children. The second chart concerns only 
children who have died of tuberculosis, 
and shows the age at death. : 

HEREDITY AND FAMILY RELATIONS 

In spite of the fact that tuberculosis 
definitely transmitted from parent to child 
is almost a medical curiosity, the presence 
of a consumptive in the family is still the 
usual cause of tuberculosis in the child. 
Perhaps the most important diagnostic 
point is the demonstration of an infective 
agent to which the child was exposed. So 
far as the infant is concerned, one should 
suspect tuberculosis in every illness when 
distinct exposure to that injection has taken 
place. Careful inquiry will often develop 


the most astonishing lack of precaution to’ 


prevent the spread of the _ disease. 
Thus one child under my care at the 
Children’s Hospital, with tuberculous 
pneumonia, had been the constant com- 
panion of a tubercular father until the 
latter’s death. One of the father’s amuse- 
ments was to pass his pipe from his own 
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mouth to that of the child! Other equally 
astonishing incidents are frequent. So 
great is the susceptibility of small children, 
that one rather expects them to be infected 
when occupying the same residence with an 
open case of tuberculosis. 

Floyd and Bowditch, investigating con- 
ditions in Boston, found that of 1000 
children giving definite signs of tubercu- 
losis, sixty-seven per cent. had tuberculous 
parents. Millerand Woodruff, of New York, 
found that in 150 children of tubercu- 
lous parents, 51% were positively tubercu- 
lous. Many observations confirm the state- 
ment that the children in households 
sheltering patients are especially liable to 
infection with this disease. The question 
of heredity as regards a diminution of re- 
sistance to infection may be left for biol- 
ogists to settle. For us remains the fact of 
danger to the children of a tuberculous family 
and our duty of protecting those children so 
far as possible. “an 

DISTRIBUTION OF LESIONS si 

Until very recently the most of the text- 
books have stated, and it has been generally 
taught, that pulmonary tuberculosis is rare 
under ten years of age, but the accumula- 
tion of series of post-mnortems of children 
have shown this tobe wrong. Thus at the 
Sixth International Congress, Wollstein re- 
ported autopsies on 185 tubercular children 
under four years of age in New York. These 
show that tuberculosis of respiratory origin 
is by far the mostcommon type. Ofthe 185 
cases, just seven could be called primarily 
intestinal. Medin found but six intestinal 
cases in 595 autopsies, Hamburger no cases 
in 335 autopsies. Clinical signs are very 
deceptive in these cases, as will be mentioned 
later, and autopsy records have done much 
to correct our ideas about these lesions. 

In small children the lesions are mostly 
wide-spread, in cases running a short course. 
Thus every series shows from 25 to 50% of 
deaths from meningitis. This is never 
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Fig. 1.—Showing substantial agreement of post-mortem records and von Pirquet'’s test as tothe widespread 
prevalence of tuberculosis in childhood. 
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Fig. 2.—Mortality rate of tuberculosis at different ages. 
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primary, however, but usually secondary 
to a process in the chest. I have recently 
seen a case in which it followed tubercular 
glands in the neck. There were at no 
time any signs in the chest. No autopsy, 
however, was done. The almost constant 
presence of lesions along the intestinal 
tract is due not to the fact that there are 
tubercle bacilli in the milk, but that they 
are swallowed in the sputum, as a small 
child never expectorates. A second reason 
for the wide distribution of lesions in small 
children is the great activity of the lym- 
phatic system, and especially the activity 
associated with the growth of the brain. 

In Wollstein’s series of 185 autopsies the 
distribution of principal lesions may be 
summarized as follows: 

1, Lungs, 185. Of these 41 cases had 
miliary tubercles only, 54 were miliary and 
cheesy modules, 51 cheesy pneumonia, and 
39 had cavities. 2, bronchial nodes, 176; 
3, spleen, 161; 4, liver, 157; 5, pleura, 147; 
6, mesenteric nodes, 135; 7, kidney, 72; 8, 
mediastinal nodes, 38; 9 intestines, 50; 
10, pancreas, 7; 11, stomach, 4; 12, cervical 
nodes, 6; 13, adrenals, 5. 

The predominance of respiratory forms 
of the disease is clearly shown by these 
figures. One is impressed, also, that with 
the lesions so widely distributed, the im- 
mediate fatality of a case may be due to de- 
struction of vital tissues incidently in some 
location quite remote from the main process. 

Observers seem very largely agreed that 
the diagnosis of pulmonary tuberculosis in 
infants by means of physical signs alone is 
impossible. As children grow older, they 
of course approach the adult type. In 
infancy, however, physical signs are sug- 
gestive only, and their presence or absence 
merely confirmatory of other evidence. 
As said before, the history of direct ex- 
posure should make one always suspicious 
of tubercular infection, whatever the symp- 
toms. We now use the Von Pirquet test 
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in infancy and the Calmette in older chil- 
dren. 
DIAGNOSIS 

While they have their limitations, one 
can rely on positive results of the Von 
Pirquet test under the age of two years as 
being certain proof of the existence of 
tuberculosis, except in the presence of 
measles. A child with measles will give 
a positive Von Pirquet before the erup- 
tion appears. The Calmette reaction 
should be applied with great caution. 
The eye should be carefully examined for 
signs of disease, and, if possible, inquiries 
be made to show that at no previous time 
has disease of the eye of any sort existed. 
Tuberculous iritis is by no means 
uncommon in children, and this fact 
must be borne in mind. A distinct Cal- 
mette reaction means almost surely active 
tubercular foci. Negative reactions, how- 
ever, should by no means be taken as 
strong evidence of freedom from infection. 

Temperature has much less significance 
in the diagnosis of tuberculosis in children 
than in adults. Within two weeks I have 
had a child of two years (Marvin) who died 
with pulmonary tuberculosis. For weeks 
his temperature was within normal limits, 
although the disease was far progressed. 
It may be noticed, in passing, that this 
child was buried on the same day as his 
mother, both victims of the same disease. 
The X-ray should be useful in connection 
with the physical signs in these cases, but 
I have had very little opportunity to test 
this means of diagnosis. 

Sputum can be obtained froman infant 
by irritating the pharynx with a piece of 
gauze and examining that part of the sputum 
clinging to it. In tubercular meningitis 
Dr. J. E. Synder, resident pathologist to 
the Children’s Free Hospital (Detroit), has 
shown that by diligent search the bacilli 
can practically always be demonstrated in 
the spinal fluid. The presence of tubercu- 
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lides in the skin is an important diagnostic 
point in general miliary tuberculosis in 
infants, as recently pointed out again by 
Tileston. 

These tuberculides are frequently over- 
looked, as there may be only two or three 
on the whole body. They are small, round, 
slightly raised papules, at first red but later 
fading to brown. The crust is scaly and 
can be scraped off, leaving a tiny depression 
in the center. By teasing and staining the 
epithelium of this scale, tubercle bacilli 
may be demonstrated. I have shortly had 
a case showing these spots, and tubercle 
bacilli were easily found in the teased epi- 
dermis. 

PROGNOSIS 

Tuberculosis in infancy is a very fatal 

disease. One statistician places the mor- 


tality under six months at 100%. © Under 
two years it is still very high, and in children 
under ten years the mortality reported is 


about twice as great as in adults. This is 
very largely due, however, to the late di- 
agnosis and’ lack of therapeutic effort, in 
my opinion. Goodall (Boston Medical and 
Surgical Journal, September 15, 1910) has 
recently reported on the results of the 
sanatorium treatment of children at Stony 
Wold. One hundred and twenty children 
between the ages of six and fifteen had been 
discharged. The percentage of apparent 
cures was more than twice the rate in adults 
from the same institution, and of those dis- 
charged ‘‘cured”’ or “‘arrested”’ not one has 
died or relapsed since leaving the. institu- 
tion. This seems fairly conclusive that 
children with pulmonary tuberculosis re- 
act well to sanatorium treatment, and that 
such treatment should be provided for them. 

This idea has only recently found expres- 
sion in buildings. Until this year, no 
especial provision for children had been 
made in the sanatoria in this country, al- 
though there was general agreement that 
it was needed. The state authorities of 
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Pennsylvania and New York, however, are 
now building such pavilions, and the pre- 
ventorium of the New York Charities Asso- 
ciation, near Lakewood, is being planned 
on an elaborate scale. The Red Cross 
Society of Michigan has recently erected 
a pavilion on the grounds of the Sanato- 
rium of the Detroit Board of Health for 
the special use of children. 

I show the plans for a pavilion for chil- 
dren shortly to be erected for the Detroit 
Tuberculosis Sanatorium. Besides the 
rooms for beds, one small ward and five 
private rooms, there are special provisions 
for the children. The building can be 
closed and heated, so that in severe winter 
weather the patients may still be comfort- 
able while eating their meals, dressing, etc. 
Room is provided for the constant presence 
of a nurse and a complete diet kitchen. 
The second floor has a central room sur- 
rounded by windows, which can be all or 
partly dropped down to the floor, giving a 
roofed pavilion. On either side is a roof- 
garden with a pergola. In this pavilion we 
hope to successfully treat and study tuber- 
culosis in children. 

OPEN-AIR SCHOOLS 

A word about open-air schools. We as 
physicians can hardly do a better service 
for coming generations than to foster the 
idea of open-air schools and promote its real- 
ization. They have long since passed the 
experimental stage in Europe, and those in 
this country have proven a great success. 
Those of you who have personally expe- 
rienced the stimulus of open-air sleeping can 
easily believe the statements of teachers, 
that the study hours of children in the open 
air are much more profitable than those 
spent in the ordinary close school-room. 
The universal eagerness and zest of these 
children hus been a surprise and constant 
pleasure to their teachers. These classes 
have, as a rule, been confined to children 
found by medical examiners in public 
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schools to actually have clinical evidences 
of the early stages of pulmonary infection. 
In Boston last year more than one hundred 
pupils attended school on the roof of what 
had formerly been a refectory in Franklin 
Park. The management of the school was 
under the Boston Tuberculosis Association, 
the City School Department furnishing the 
teachers and car fares, and the Park De- 
partment the building. The unused por- 
tion of a large building on the border of the 
great Franklin Park, in the suburbs of the 
city, was found to be admirably suited for 
the purpose, and after some hesitancy on 
the part of the Park Commissioners—such 
is the fear the word “‘tuberculosis’”’ arouses 
—it was finally obtained for the purpose. 
A sunny room for the kitchen and dining- 
room, a rest-room, lavatories, and a school- 
room for stormy weather, were provided. 
Upon the spacious roof with its pergola a 
tent was placed for the children’s desks, 
which was the school-room in ordinary 
weather, canvas curtains being provided 
for high winds. The stormy-weather room 
was rarely ifever used. Each child hada bag 
of waterproof canvas, lined with blanket- 
ing, fitted about the legs and up over the 
back. In addition each one had a thick 
ulster overcoat, warm cap and mittens, 
woolen stockings and Arctic overshoes. The 
home conditions were carefully supervised 
by a nurse, who also took the children to 
dental, eye, ear, nose or throat clinics for 
examination or treatment. A director and 
cook trained the children in hygiene and 
economics, and the director had general 
oversight of their welfare. The children 
were given three meals each day of nutri- 


tious food. The daily routine was as follows: 


On arriving at the school each morning, 
the children had breakfast, and then some 
attended to their exercises in the classroom, 
while others, for a short time, worked in the 
kitchen and dining-room. In the forenoon 
there were school exercises, with a recess, 
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breathing exercises, play, and preparation 
for dinner. For an hour after dinner all 
the children rested in their sleeping-chairs. 
The afternoon was passed as in the forenoon, 
and after supper they returned to their 
homes. One of the scholars, when asked to 
give the reason why he liked the open-air 
school, wrote: ‘I like the open-air school, 
because I have grown stronger and health- 
ier, also because I have gained six pounds.”’ 

Experience has demonstrated, as the re- 
sults in the Boston school have shown, that 
many of these children fully regain their 
health and are enabled to return to the 
ordinary schools. 

Similar schools have been now established 
in New York, Chicago, Washington, Prov- 
idence, and Brooklyn, and other cities in 
this country, and in Germany and England. 
“Every city,’ says the National Tubercu- 
losis Association, ‘‘should provide at least 
one well-equipped school or special class- 
room of this sort for each twenty-five 
thousand population.” 

All the children have originally shown 
distinct physical signs in the lungs; but no 
advanced or well marked ‘“‘open’’ cases are 
admitted. The expectoration in those 
cases that had any svon ceased, except for 
a little in the mornings, which continued a 
somewhat longer time. When discharged 
from the school they are still visited in their 
homes by the nurse, and taken to the Out- 
patient Department at regular intervals 
for observation and care. In every case 
their homes have been under the constant 
supervision of the Association’s nurse, and 
have been improved hygienically during 
their attendance at the school, so that con- 
ditions are more favorable for a continued 
improvement in health. 

In New York I visited a similar school 
conducted on an old ferry-boat moored in 
the East River at the Bellevue Hospital 


.dock. A trained nurse is in attendance, and 


on the day of my visit one of the children 
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suddenly developed a temperature and had 
been put to bed on a cot in the open air ina 
remote corner. It is perhaps needless to 
state that these schools are under close 
medical supervision. 

Superintendent Martindale, of the Detroit 
Public Schools, has recently gone a step 
further and given orders that in good 
weather as many classes as can be accom- 
modated shall recite out-of-doors. Just 
how this will work out remains to be seen, 
but it is a move in the right direction and 
such experiments should and will receive the 
cordial support of the medical profession. 
The important move now, however, is that 
children in the so-called “‘pretuberculous 
stage’ have special provision made for 
them to attend school in the open air under 
careful supervision. 

Teachers are said to be very frequently 
affected with tuberculosis. Professor 
Brouardel has stated that one-fifth of the 
teachers in Paris are tuberculous. In 1908 
Dr. J. N. Harty, Secretary of the Indiana 
State Board of Health, investigated this 
question in his state, and found that tuber- 
culosis was fifty-one per cent. more preva- 
lent among teachers than the general rate. 

In the world-wide campaign against 
tuberculosis the child has not received the 
attention which his importance, as we now 
understand it, demands. To this, France, 
owing to the influence of Professor Grancher 
of Paris, has been a notable exception, and 
her institutions for tubercular children are 
a model for the world. Professor Grancher 
says his appreciation of the importance of 
this work was due to a sentence in Pasteur’s 
famous book on diseases of the silkworm, 
to the effect that to eradicate an infectious 
disease the sure way was to save the cocoon 
—a profound truth, indeed. Other nations 
have followed France in this respect, and 
in Sweden, for example, healthy children 


.of tuberculous parents are placed in tem- 


porary homes to remove them from the 
danger of infection. In most of the con- 
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tinental countries, institutions in the coun- 
try are provided for suspected cases from 
tuberculous homes. 

Without in the least undervaluing the 
great worth of the efforts now in vogue in 
the conduct of the tuberculosis campaign, 
I still insist that the logical and hopeful 
point of attack is childhood. The univer- 
sal attendance at school brings practically 
all the next generation under the eye of 
public officials. Here is the place to work. 
Medical examiners in the schools might 
detect all rank cases and direct weaklings 
to schools primarily for health. This is 
by far the most hopeful stage for treatment. 
Again, the watchword of the modern cam- 
paign against tuberculosis has been ‘‘Edu- 
cation.” The place to educate 1s in the school. 
Public lectures, exhibitions, newspaper arti- 
cles, are good, and should be continued for 
the benefit of the present generation. But 
they are negligible in influence beside the 
deliberate, well-planned, thoroughgoing 
teaching of the public schools, and this 
special teaching should by no means be con- 
fined to tuberculosis, but should include 
the general principles of infectious diseases. 

This line of discussion could lead us far 
afield into the subject of modern common 
school education. I cannot pass the op- 


‘portunity without expressing my conviction 


that some practical additions to the cur- 
riculum: are very important. 

The Indian boy was taught to run, to 
swim, to hunt,—the rudiments of those 
arts which would enable him to protect 
himself from wild animals and other foes, 
and to furnish himself with food and cloth- 
ing. The modern city child is in no danger 
from wild animals, but he is in danger on 
every hand from microscopic parasites. 
Is it not logical and necessary that he be 
taught to protect himself fromthem? This 
is one of the places where the modern school 
fails, and where we, as a profession, should 
insist that it advance to meet modern con- 
ditions and disseminate modern knowledge. 
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BIBLIOGRAPHICAL NOTE 


The number of papers on this subject in the 
last few years is very large. The few references 
below indicate some interesting material, which 
contains many references to individual pa- 
pers: 

1. Tuberculosis in Childhood. By various 
writers. Edited by T. N. Kelynack, M.D. 376 
pages, illustrated. Wm. Wood & Co., 1908. 

2. Tuberculosis in Childhood. C. von Pirquet. 


Chapter in Kleb’s volume on Tuberculosis 
(Appleton). 

3. Results of Sanatorium Treatment of Pulmo- 
nary Tuberculosis in Children. Henry S. Goodall. 


‘Boston Metical and Surgical Journal, Septem- 


ber 15, 1910. 


4, Proceedings of Sixth International Con- 
gress on Tuberculosis, Volume II. Section on 
Children. 





DIscuUSSION 


Dr. Victor C. VAUGHAN, JR., Detroit.—The 
paper of Dr. Rich is not only very interesting, 
but very instructive, and he has certainly pre- 
sented the subject in a way which is very clear 
and concise. The chart showing the occurrence 
of tuberculosis at the different ages is especially 
instructive. It gives us a very good clue as to 
why the Von Pirquet reaction is of little or no 
value after the age of early childhood. Prac- 
tically every one who has passed this age has at 
some time or other become infected with the 
tubercle bacillus, and although for all practical 
purposes they are well people, still they have been 
infected to a sufficient extent to react to this very 
delicate and sensitive test. The Calmette test, 
not being so sensitive, is of value after this period. 

I was glad to hear the Doctor state that pul- 
monary tuberculosis is more common in children 
than is generally supposed. I was led to think 
that I could find tuberculosis where it did not 
exist. In connection with my work with the 
Board of Health in Detroit, we have had occasion 
to examine a great many children of the poor 
families, and we have found them infected with 
tuberculosis to an appalling extent. 

Whereas the results of physical examinations 
are somewhat doubtful and dubious, owing to the 
characteristics of the breath sounds in children, 
still certain children did show signs not only of 
consolidation, but also of cavities which were 
apparent on very superficial examination. We 
have taken as a rule children of tuberculous 
parents, having subjected them to the tuberculin 
test. Ifthey reacted positively, they were trans- 
ferred to the hospital for a period of observation, 
and without exception these small children have 
shown clinical evidence of active tuberculosis, as 
indicated by a temperature of 994° to 100°, by 
rapidity of the pulse, both usually combined at 
some stage during the day. My experience has 
been that these children do remarkably well. We 
have children who have been in the hospital two 


years ago, and now to all appearance are well, no 
temperature, and have done much better than 
adults, who have died under similar circum- 
stances. The charts are very interesting, par- 
ticularly when we compare the mortality chart 
with the Pirquet reaction chart as showing the 
very probable development of immunity in the 
tuberculosis subject. 

Dr. J. H. Dempster, Detroit.—I would like to 
ask the author of the paper about the Moro test. 
It seems to me that it is a very convenient test to 
apply, and I would like to hear his opinion as to 
the relative value of this compared with the 
Von Pirquet and the Calmette tests. 

Dr. JOHANN FLINTERMAN, Detroit.—I had 
occasion some time ago to see a child who was 
suffering with muscular dystrophy. The child 
was twelve years old, and very weak. It was 
necessary, on account of the condition of the child, 
to confine it to the house in the winter. A phy- 
sician was not engaged to keep that child under 
observation, and it did about as it liked. I was 
called to see the child when it had a temperature 
of 99° in the evening, and perhaps 99° in the 
morning. I made a very careful examination of 
the respiratory organs, and I confess that I was 
unable to find anything to indicate that this 
child was suffering from tuberculosis. The child 
commenced to grow weaker, respiration was 
very frequent. The child was afraid to stay in 
her room, and couldn’t go out at all. The 
temperature in the evening would rise sometimes 
to 103°, and be in the morning 98°. I called in 
another physician with considerable experience 
in children’s diseases, and he concluded that my 
diagnosis of incipient tuberculosis was wrong. 
The child became worse, and finally died of tuber- 
culosis. It is a fact that these people will suffer 
with this peculiar muscular affection, and die 
finally with tuberculosis. There was no tuber- 
culosis in this family on either side. The mother 
of the child had one sister die when she was 
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two years old. In reading the literature, I find 
that all cases of muscular dystrophy were of 
this same kind. We do not know all the time 
where the cause is to be sought, but if we inves- 
tigate the cases, and at the time the diagnosis 
is made take the whole clinical picture, we 
will never fail to see that it is tuberculosis. 

Dr. T. M. Koon, Grand Rapids.—I am not 
just clear in my mind as to the line of demarcation 
which the Detroit doctor made in the use of the 
two tests, but as I understand it up to ten years 
of age the Von Pirquet test is perfectly reliable, 
but after ten it is too sensitive. Then we switch 
off upon the Calmette. I have used in the last 
two or three years the Von Pirquet test quite ex- 
tensively. I have now in the State Sanitarium 
six patients that I sent there, upon every one of 
whom I used the Von Pirquet test. The symp- 
toms, the early history of the case, and the find- 
ings in each case, pointed to the individual having 
tuberculosis. On top of that I gave the Von 
Pirquet test. They reacted. I felt safe in con- 
cluding that I was dealing with cases of active 
tuberculosis. Last winter Dr. Ravenel and Dr. 
Knopf were both in Grand Rapids. I asked 
them about their views in regard to the Calmette 
test, and they both said that it should be con- 
sidered dangerous. 

Two years ago I was working in Brompton 
Hospital, England. I talked to a number of the 
men there, and almost invariably they said that 
they considered the test dangerous, and advised 
against its use; so that it seems that there is a 
wide difference of opinion in regard to the Cal- 
mette test. It seems to me that if the test is 
reliable in children up to ten years of age, that if 
we get a case in an adult, the history of the case 
and findings all pointing to tuberculosis, and we 
get the Von Pirquet reaction, then we are justi- 
fied in concluding that we have a case of tubercu- 
losis. 

Dr. Joun H. Crossy, Otsego, Mich.—Along 
the line of the value of the Von Pirquet test tor 
tuberculosis, I might say that I inquired of the 
German pediatricians, Finkelstein and Heubner 
and Langstein, their idea of the value of the Von 
Pirquet test, and they all said that the Von Pir- 
quet test was of value up to six months of age. 
If you get a positive reaction up to six months, 
you can say the child has active tuberculosis. 
After that you can simply say the child has active 
tuberculosis, or may have had active tuberculosis. 
It does not signify that the child has an active 
tuberculosis at the present time, if over six to 
eight years of age it gives a positive reaction. 
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I might say that the only positive contra-in- 
dication for breast feeding in children is tubercu- 
losis in the mother. If the mother has tubercu- 
losis, then it is a crime to feed the child from the 
breast of this mother. There is a classic example 
of a pair of twins that were born, one child re- 
moved from its mother, and the other child nursed 
by its mother. The child that was removed was 
perfectly healthy, and remained that way, while 
the child that was nursed by its mother became 
tubercular. 

CHAIRMAN SMITHIES, Ann Arbor.—I was rather 
surprised at the statement of Dr. Koon as to the 
position of Dr. Ravenel and Dr. Knopf. I sup- 
pose it is rather incumbent upon me to defend my 
position as to the Calmette test. From personal 
observation of between six hundred and seven 
hundred instillations of tuberculin into the eye, 
I may say that only five cases have shown any 
serious results, and I may add at the same time 
that if careful examination of the eye had been 
made previous to the instillation, or if the patient 
had been kept under close observation, it is ex- 
tremely doubtful as to whether there would have 
been any deleterious effect whatever. Three 
years ago I called attention to the fact that in the 
use of all these tuberculin tests it was necessary 
to use the greatest care in watching the patient 
after the use of the tuberculin, whether the tuber- 
culin be administered subcutaneously, or by skin 
scratching, or by a solution of tuberculin put 
into the eye. We are playing with a rather 
dangerous instrument in using tuberculin indis- 
criminately. While in general it seems to be 
demonstrated that tuberculin is harmless if prop- 
erly controlled, still we have cases where tuber- 
culin was used recklessly, and it has certainly had 
a bad effect as a result of the uncontrolled ad- 
ministration. 

I must agree with what Dr. Rich has shown 
with regard to the manifestations of the Von 
Pirquet test. I certainly must add my support 
to his view concerning the Calmette reaction. I 
am using these reactions every day in private 
practice, and I have yet to see a patient who has 
suffered any ill effects from their use. It may be 
stated that I should certainly be glad to report 
such if they had occurred. The securing of any 
positive test, subcutaneous, by the eye or skin 
or nasal reactions does not necessarily mean that 
the patient has consumption or has active tuber- 
culosis anywhere. It simply indicates that we 
have such condition in the patient’s blood serum 
as to exhibit at some local point the external 
manifestations of the production of protective 
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bodies; so that in connection with all tuberculin 
tests, before and after the application of such a 
test, or its manifestation, examine the focus, 
whether it be in the lung, on the surface, or in 
the bone or internalorgans. Unless this is done, 
the mere fact of a typical reaction means abso- 
lutely nothing. If the tuberculin tests are con- 
trolled in this manner, there is absolutely no 
doubt as to their clinical worth, and the sooner 
such facts are recognized by the profession the 
better it will be for the patients, the more cures 
we will have to report, and I think the more 
satisfactory will the tuberculosis situation be 
made all over the country. 

Dr. DempstER.—May I ask what the Doctor 
understands by ‘‘pre-tubercular stage’’? 

Dr. Ricu (closing).—We might discuss this 
matter for several days, and with considerable 
profit, I am sure, to those of us who are interested 
in the question. It is such a large question, and 
there are so many phases of it, that the discussion 
would last a long time. I endeavored in the 
paper which I read not to go over many things. 
We are generally interested in coming to some 
understanding with regard to some of the really 
important points about this thing. The one 
question, it seems to me, is the matter of the 
tuberculin tests. Without doubt the last word 
has not been said in regard to those tests. We 
are pretty well satisfied, however, as to the gen- 
eral direction of the final verdict in regard to it. 
Von Pirquet himself does not claim that the test 
is especially suitable after infancy, and we have 
used it up to the age of two years. Dr. Vaughan’s 
mention of the age of ten years was quite acci- 
dental. It is merely some stage of the child. It 
is not possible to say any year. If you have the 
Von Pirquet reaction under the age of two years, 
you will be pretty well satisfied that there is a 
tuberculous process which has not been quiescent 
very long. We have had two cases of severe 
conjunctivitis at the Children’s Hospital from the 
use of the Calmette test, and the fact that tuber- 
cular choroiditis is not very unusual in small 
children is an argument for care initsuse. These 
cases should be, however, under careful observa- 
tion before the test is made. This was in the 
early days, and Dr. Vaughan has pretty well 
convinced us in Detroit that if you take pains to 
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make sure that the eye is a healthy eye, and if 
you do not put in an entirely unnecessary quan- 
tity, that it is a perfectly safe reaction. There 
may be some exceptions to that, but very few. 

The Moro test I have used very little. We 
tried it a few times, but we found the Von Pirquet 
so easy to use, and so satisfactory, that I have 
not had occasion to have much experience with 
the Moro. Perhaps someone else can answer 
the question better. 

The things which I wish to emphasize in this 
paper are that nearly everybody is affected with 
tuberculosis in childhood, and if we as a pro- 
fession are to combat it successfully, we have to 
realize it. A number of cases of malnutrition, 
marasmus, and some others which I have seen 
come to an autopsy, show broken-down glands, 
and this has led me to believe that it is very much 
more common than we suspect, and that is one 
of the reasons for my calling attention to it at 
this time. If we are going to finally make a 
great advance in the treatment of tuberculosis, 
we are going to do it in children. The way in 
which we will finally conquer tuberculosis, if we 
do conquer it, will be to teach the children in 
school, and to eliminate school-children as the 
source of infection. It is not very often possible 
to control the expectoration of the child. It is 
very frequently difficult to manage them. That 
is where we will have to make our gains, and that 
is where the disease must be stopped. 

Dr. Smithies remarked that so far as the Von 
Pirquet reaction is concerned it does not always 
mean tuberculosis. This is very well shown by 
the fact that in the early stages of measles you 
get the reaction, before the eruption is out. We 
will probably find some other limitations of the 
test in the course of years. 

In regard to the term ‘‘pre-tubercular stage,”’ 
that is put in quotation marks. It isa bad term, 
and I used it simply because it has been generally 
used, and I did not know how to get around it. 
I mean that group of children who are poorly 
nourished, and who frequently have the begin- 
ning of a tubercular infection, but in whom you 
are not able to demonstrate it. Those children 
should be taken out of the school-rooms, and 
have the benefit of open-air schools, and suppor- 
tive open-air treatment. 
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Rupture of the bladder is not a commun 
accident. It occurs more frequently in 
men than women, and is often found com 
plicating a fracture of the pelvis. The full 
bladder is the one most liable to injury, and 
may become ruptured from blows upon the 
abdomen, kicks, falls, and spontaneously 
from the straining efforts during parturi 
tion, obstructed urination, and difficult 
stool when the bladder is diseased. An 
empty bladder may become injured in any 
accident. Ruptures occur at times from in- 
struments. Among the predisposing causes 
are diseases of the bladder,—and acute and 
chronic alcoholism. 

The symptoms are shock, which is very 
pronounced, severe pain over the lower 
abdomen, frequent efforts to urinate with 
little or no result. Within a few hours 
these patients show signs of a beginning 
peritonitis, with chills, a thready pulse, 
persistent and almost constant hiccough, 
vomiting, abdominal rigidity and tender- 
ness. Upon palpation of the abdomen 
these patients suffer extreme pain. 

The diagnosis can usually be made from 
the history of an accident, with shock, 
severe pain, and frequent desire to urinate, 
with little urine, which is mixed with blood. 
Frequently efforts to catheterize will find 
very little blood-mixed urine in the bladder, 
but occasionally, when the.tear is large or 
the catheter slips into the peritoneal cavity, 
there will be large quantities of bloody 
urine passed. In some cases of incomplete 
ruptures, frequently the first symptoms to 
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be noticed will be the beginning of a perito- 
nitis or pelvic cellulitis and abscess. Many 
other methods to aid in making a diagnosis. 
have been suggested, but all subject the 
patient to the dangers of infection, and 
rather than take the time necessary, it is 
far safer and better for the patient, to begin 
the necessary treatment early. 

The prognosis is grave, but much depends 
upon the treatment, or rather the length of 
time after the accident before the necessary 
treatment is begun. Bartels in 1882 an- 
alyzed 169 cases, with a mortality of 90%. 
In 1903 D. F. Jones analyzed 54 cases, with 
a death-rate of 48%. Those operated within 
the first twelve hours gave a mortality of 
38%, from. twelve to twenty-four hours, 
70%, and over twenty-four hours about 
78%. 

The treatment is surgical and consists of 
abdominal section and suturing the rupture 
with Lembert sutures, reinforced with a 
second layer, cleansing the peritoneal 
cavity, the insertion of drainage, and leav- 
ing a catheter in the bladder through the 
urethra. 

The case I am going to report was that of 
Mr. H., age forty-one years, apparently in 
good health, but a man who had been a 
heavy drinker and gave a history of specific 
trouble, who on the evening of January 7, 
1g10, had been drinking a little, possibly 
two or three pints of beer, and after retiring, 
about 10.30 P. M., got up to urinate, and 
in walking across the floor stubbed his toe 
on a rug, and in falling landed on the back 
of a small rocking-chair, striking his ab- 
domen between the symphysis and the um- 


107 





108 


bilicus. The pain at this time was so 
severe that he could not pass any urine, 
and he was put to bed and hot plates were 
applied to his abdomen during the night 
by the people where he lived. He suffered 
severe pain during the night, and the next 
morning about 6 a. M. one of my colleagues 
was called and found him in pronounced 
shock, with severe pain, and having passed 
a few ounces of bloody urine. At this time 
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He had been catheterized just before I saw 
him, and the nurse obtained fifty-six ounces 
of bloody urine, mostly blood. The diag- 
nosis of a ruptured bladder was made and 
laparotomy was done immediately. The 
abdominal cavity was filled with blood, 
clots and urine, and an opening about three 
inches long was found in the posterior wall 
of the bladder. After clearing the cavity 


of clots, blood and urine, and mopping it 











SHOWING EXTENT OF RUPTURE 


efforts were made to overcome the shock, 
and because of his condition rapidly becom- 
ing worse he was sent to the hospital, where 
I first saw him about twenty-four hours 
after his injury. At that time he com- 
plained of severe pain and a constant de- 
sire to urinate but could not. He was 
badly distended, and the abdominal muscles 
were hard and tense. He was hiccoughing 
and retching almost continually. The 
temperature was 99 degrees F., pulse 140. 


with hot saline sponges, the intestines were 
packed off, the edges of the wound were 
trimmed and the rupture sutured with two 
layers of Lembert sutures. A cigarette 
drain was placed over the ine of suture and 
the abdominal incision closed. A rubber 
catheter was left in the bladder through the 
urethra. The patient was returned to bed 
and was given normal saline per rectum 
continuously after the Murphy method. His 
pulse rate steadily dropped until it reached 
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106 at the end of the first twenty-four 
hours, temperature too degrees F., respira- 
tion 26. He passed twenty-eight ounces of 
clear urine through the catheter during the 
first twenty-four hours and was taking 
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stomach and washed his stomach every 
two hours. The distention and vomiting 
were overcome in about twelve hours. The 
third day he passed thirty-six ounces clear 
urine. The dressing was done and the 











POST-MORTEM FINDINGS 


liquid nourishment. The second day his 
temperature ran from 98 degrees F. to 100 
degrees F., pulse 108 to 115, respiration 22 
to 26, and he passed thirty-two ounces clear 
urine. During the second night he vomited 
three or four times a light greenish fluid, 
and the morning of the third day was quite 
badly distended through the upper ab- 
domen. I suspected a dilatation of the 


drainage was removed and was free and 
clean, no discharge or odor, the abdomen 
was soft, and there was no distention. His 
temperature was 9g degrees F., pulse 108, 
respiration 22 atg A.M. He was not vomit- 
ing and was taking some albumen water; 
his general appearance was good. That 
evening about 6.30, while the nurse was 
out of the room, the patient got out of bed, 
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walked across the room and back to bed. 
His abdomen quickly became badly dis- 
tended, the pulse rate increased to 140, and 
the respiration to 40. He vomited a large 
quantity of dark fluid with a very offensive 
odor. His stomach at this time was again 
washed and the condition was relieved for 
a short time, but he gradually became worse, 
though his stomach was frequently washed 
and ice caps were applied, and died within 
twelve hours. The post-mortem showed his 
bladder wound healed completely, no per- 
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itonitis, no obstruction, but an immensely 
dilated stomach. The findings aside from 
the stomach condition were perfect. In 
my efforts to account for this man’s dilated 
stomach, I have been unsuccessful in draw- 
ing any conclusions. 

These conditions, while rare, are not hard 
to contend with when an early diagnosis 
has been made, and in cases when it is not 
possible to make a definite diagnosis, I be- 
lieve we will accomplish more by doing early 
exploratory operations than by waiting. 


DIscussION 


Dr. J. J. Reycrart.—Regarding the paper 
just read, there is one criticism I have of the 
treatment of the case specified in the paper that 
I think should have been done. I think the man 
should have had the catheter placed in the blad- 
der and have allowed it to remain there. He 
states in the paper that the man voided so much 
urine,—seemingly allowed him to do so himself. 
It seems to me in the case of a ruptured bladder 
there could be no harm in allowing the catheter 
to be placed permanently and left for a time, 
until the bladder healed. In a case like that, I 
think the surgeon is very timid indeed to allow 
the case to die without having made a secondary 
exploration. It seems to me that something was 
wrong inside, and I believe surgeons should not 
fail to make a second operation in case something 
is going wrong inside. It is well enough to look 
in it again, and then we may be able to accom- 
plish probably nothing, but I think we are very 
timid in making a second operation. They rest 
their case on that primary operation. I think 
also that doctors as a rule do not take seriously 
some cases until the time has gone by for an 
operation to be successful. I believe very much 
that when you find a case that shows symptoms 
that might point to gravity in a case, that we are 
all often too prone to procrastinate in those cases. 
I think surgeons, as a rule, instead of being cen- 
sured for going in too quickly and too frequently, 
don’t do it enough. If this case had been taken 
early in hand, and the operation made probably 
some hours earlier—we know the bad results of 
delayed operations. What I want to emphasize 
is I think we ought to go to work at these cases 
much earlier, if we have failed in one case. This 
man was distended, as was said in this paper, 
and I think it would have been good surgery not 


to wait for the post-mortem to find out the 
results, but I don’t see any harm in going back in a 
second time and re-doing our work if necessary. 

Dr. FREDERICK W. Rossins, Detroit.—One 
of the interesting points in the discussion of Dr. 
Reycraft is that he criticized the operator for not 
doing the things that he absolutely did do. I 
think it was stated in the paper that the retention 
catheter was employed. 

Dr. Reycraft seems to forget that post-opera- 
tive dilatation of the stomach is no uncommon 
thing. When treated by systematic lavage re- 
covery usually takes place, whereas further 
operative measures will only increase the trouble. 

Dr. Dean Loree, Ann Arbor.—I would like to 
ask Dr. Reycraft what conditions he would ex- 
pect to find at the time of the second operation he 
proposes, and having found them, what he would 
do 

Dr. A. S. Youncs, Kalamazoo.—Dr. Reycraft 
does not take into consideration that it requires 
some time before consent can be obtained for 
even a primary operation, neither does he con- 
sider the fact that it’s difficult to obtain consent 
for a second operation. 

I especially noted Dr. Reycraft’s remarks, 
when he stated that a hurried operation was in- 
dicated, also that there was considerable delay in 
the case. 

Dr. Stone stated very plainly that he operated 
within one hour from the time of injury. As it 
is utterly impossible to make people submit to an 
operation, I would feel that Dr. Stone operated at 
the earliest opportunity, as he fully realized the 
gravity of the case. 

Dr. W. E. Keane, Detroit.—I had one case of 
ruptured bladder last year, following an elevator 
accident. The porter of a hotel was caught be- 
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tween the elevator and shaft, and received severe 
crushing injuries of the pelvis. 
hours after the accident with Dr. F. B. Walker, 
and rupture of the bladder was diagnosed,—the 
patient complaining of great pain and the catheter 
withdrawing a bloody urine. 

The tear in the bladder wall was very severe, 
but was securely closed by a purse-string suture 
The patient was put to bed after a catheter drain 
was inserted. This drain caused irritation and 
was removed two days later, the patient after- 
wards voiding urine without any trouble. What 
I thought was a point of interest was the fact 
that the bladder wound healed by first intention, 
and the urine remained clear during the six weeks 
of the man’s illness, though he died of general 
sepsis. The fracture of the pelvis was a par- 
ticularly bad one, the pubic bones being separ- 
ated and the ilium being cracked in several places. 

Dr. Reycrart.—There seems to be some mis- 
understanding about what I wish to do in this 
case. Distinctly in this paper the reader states 
that the man voided so many ounces of urine a 
certain time after the operation. Now if he made 


a mistake, he probably put in a catheter, as he 
said, but he says afterwards that man passed 


urine, so he must have retracted the catheter; if 
he did, there was some censure, because of the 
amount of urine he voided himself. As far as the 
rupture is concerned, will say it is well healed and 
there is no result from the operation. 

Now regarding the dilatation of the stomach, 
you gentlemen that might seem to see this matter 
in this way,—a man’s stomach gets dilated after 
a rupture of the bladder. I see no connection 
between a rupture of the bladder and the filling 
in of the abdominal cavity with blood and urine, 
with dilated stomach afterwards, and if the 
stomach was dilated probably it was a free dila- 
tation, and probably it had always been there, 
but there is no relation whatever. In this case, 
if the patient is going to die from over-distention, 
why not go in a second time? 

As far as the people are concerned regarding 
the operation, I feel that we are not dictatorial 
enough in these cases, and we ought to dictate 
more than we do, and if we cannot get an opera- 
tion in a reasonable time, it is time for us to with- 
draw from a case, and we have not any trouble. 
I tell the people that there is a danger in this 
matter that can be corrected surgically, and it is 
up to any one of us to go right ahead and tell these 
people, and not stand back. As far as I am con- 
cerned, I think this operation should have been 
made earlier than it was. I believe the consent 
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of those people could have been had earlier. I 
believe it was inevitable that the operation should 
be had, that the man’s life might be saved, and I 
don’t see the reason for this criticism, and I 
would rather think that the man did not die from 
dilatation of the stomach so much as he died from 
absorption from the abdominal channels, and 
whether sufficient drainage was made I do not 
know, but I know when I get a case that does not 
do well after operation I go right back again and 
correct anything that may be necessary. I don’t 
let any man die on me that I can do a second 
operation on. 

Dr. STONE (closing).—I am very sorry if I was 
misunderstood by Dr. Reycraft or any members 
present. I think I clearly stated in my paper 
that at the time of operation the catheter was 
inserted, and took it for granted that the members 
present knew that the urine passed was drained 
through the catheter. 

As far as getting permission to operate is con- 
cerned, I did not see the patient until twenty-four 
hours after he had been injured, and operated 
about one hour after I saw him. If Dr. Rey- 
craft, or any other man, can get permission to do 
a laparotomy and do it in less time than that, I 
would be glad to see it. 

In doing a secondary operation, where you 
have already made a diagnosis of acute dilatation 
of the stomach, I feel that the trouble is simply 
going to be made worse by your operation. Of 
all the operative procedures which have been 
tried before for relief of acute dilatation of the 
stomach, I have never heard or read of any which 
have been successful. The only results which 
have ever been obtained in treatment have been 
accomplished by frequent lavage, and this was 
applied in this man, and had control of his 
stomach in the first time. He was operated two 
days, got up, and had dilatation. 

Dr. Reycrart.—What was the cause of the 
dilatation? 

Dr. Stone.—I cannot say. 

Dr. ReycraFrt.—Had the gastroenterostomy 
been any good? 

Dr. Stone.—He did not have any. 

Dr. REeycrRAFT.—What caused the dilatation 
in the first place? 

Dr. Stone.—I think probably it was caused in 
the first place as a post-operative condition; 
what caused it before the operation probably 
caused it again. He was suffering much from 
shock, probably due to a general low power of 
resistance, and he got up, and the second dilata- 
tion he had I think was caused by the exertion. 
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‘The lessons which I shall endeavor to 
present in this paper are the results of ex- 
perience obtained from over five hundred 
operations for the extraction of senile cata- 
ract. The figures given, however, ate from 
the last three hundred cases heretofore un- 
published, cases which were operated as 
follows: combined extraction, 220; simple 
extraction, 52; in-the-capsule extraction, 
28. 

I shall give in detail the method of operat- 
ing which this experience has led me to 
pursue. Not that it is the only method to 
adopt, but because on the whole it has 


proven the most satisfactory. I shall speak 
only of the method of operation, leaving 
the management of all complications out 
of the question. 


PREPARATION OF THE EYE 


I assume that the preparation of the 
patient is much the same as that employed 
by other operators, so I shall not speak of 
it. In the preparation of the eye there is 
still much diversity of opinion, but the in- 
troduction of bacteriological examination 
is greatly reducing the number of methods 
of procedure. 

Organisms are continually gaining en- 
trance to the conjunctival sac, and for this 
reason the ophthalmic surgeon always oper- 
ates in a septic area. Infection, however, 
rarely takes place, as the lachrymal secre- 
tion mechanically washes away the organ- 
isms, and a definite amount of resistance is 
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offered by the epithelium itself. In fact, 
the conjunctiva is so highly resistant to in- 
fective processes that virulent organisms 
may remain on its surface without in- 
fection taking place. It has been proven 
experimentally that such organisms as 
tubercle bacillus, staphylococcus and pneu- 
mococcus cannot attack the conjunctiva 
without a break in the epithelium. For 
this reason we cannot limit our prevention 
against infection to those cases showing 
signs of inflammation, but must carefully 
prepare every case. The conjunctival sac 
should be irrigated three times daily with 
boric acid solution, for two or three days 
before the time of operation, and a few 
drops of a 25% solution of argyrol instilled 
night and morning. There is great differ- 
ence of opinion concerning the efficiency of 
argyrol, and it may be that a solution of 
boric acid might do the work equally well. 

On the morning of the operation, the 
contents of the sac should be carefully 
squeezed out, then the lids, cheek and brow 
washed with soap and water, alcohol and 
bichloride of mercury solution, and a pad 
and bandage applied, which should not be 
removed until the time of operation, when 
the conjunctival sac should again be very 
freely irrigated and the lashes carefully 
cleansed with a pledget of cotton saturated 
with bichloride solution 1-5,000. 

In order to determine whether the band- 
age will produce an excessive discharge or 
not, the eye may be bandaged in for a 
period of twelve hours. If, on removing 
the bandage, the discharge is found to be 
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excessive, the operation should be post- 
poned, a bacteriological examination made, 
and proper treatment instituted. This 
bandage test, if made at all, should be run 
at least two days before the operation, as 
the number of organisms in the conjunctival 
sac may be greatly increased, and because 
of a restless night the patient madenervous 
at the time-of the operation. 


CORNEAL INCISION 


The corneal incision should be large and 
include a conjunctival flap, unless the 
Smith Operation is to be done, when the 
incision is corneal. One of the most com- 
mon errors in the operation for the extrac- 
tion of a cataract is the smallness of the 
incision. This necessitates excessive pres- 
sure and manipulation to deliver the lens, in 
some cases only the nucleus being delivered, 
the corticle matter being left behind. 


TREATMENT OF THE IRIS 


Whether an iridectomy shall be done or 
not, can be decided only in the individual 
case. If the iris is active, well dilated, and 
shows no tendency to prolapse after the lens 
has been removed, I think an iridectomy 
should not be done. If the iris is some- 
what stiff, however, or shows a persistent 
_ tendency to prolapse after the lens has been 
removed, I think an iridectomy should be 
done. In the first instance, previous to 
the extraction of the lens, and in the latter, 
after the lens has been removed. 


TREATMENT OF THE CAPSULE 


In all my early cases I used the cystatome 
to rupture the anterior capsule, varying the 
tear according to the many methods sug- 
gested by different writers. In the last 
150 cases, however, I have used the capsule 
forceps, and I ‘have no hesitation in saying 
that it is a great improvement over the 
cystatome. Possibly it is a little more 
difficult to use, but there is nothing about 
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its use that any experienced operator could 
not easily master. Introduce the forceps 
well into the anterior chamber, allow them 
to open, pushing the iris back if need be, 
and grasp as large a piece of the anterior 
capsule as possible. After the use of the 
forceps the lens can be delivered with less . 
pressure, and the liability of leaving con- 
siderable amount of corticle matter in the 
anterior chamber is greatly diminished. 


CORTICLE MATTER 


Perhaps there is no step in the operation 
for the extraction of cataract where expe- 
rience is of more help than in the expression - 
of the corticle matter left after the nucleus 
has been removed. While it is not always 
possible to remove all the corticle matter, 
there can be no doubt that any considerable 
amount left is apt to cause an iritis. The 
aim, therefore, should be in each case to 
remove as much of it as possible. For this 
purpose the anterior chamber can be irri- 
gated to good advantage, the kind of ir- 
rigator being a matter of personal preference. 


TOILET OF THE WOUND 


The necessity of freeing the iris from the 
angles of the incision, and washing away of 
any corticle matter that may be between the 
lips of the wound, ismost important. Silver 
replacers should be used for this purpose. 
I have four replacers in every cataract set, 
and do not enter the anterior chamber a 
second time with the same instrument until 
it has been sterilized. 


AFTER TREATMENT 


If an iridectomy has not been done, the 
eye should be examined at the end of 
twenty-four hours, and if there is any 
tendency to prolapse, an iridectomy done 
immediately. Ifthe combined operation 
has been done, the eye should be left un- 
disturbed until the third day. 
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EXTRACTION OF THE LENS IN THE 
CAPSULE 

The work of Major Smith, in India, whose 
extractions are numbered by the thousands 
every year, has attracted worldwide atten- 
tion and admiration. 

The reports from India of the results of 
this operation are somewhat at a variance, 
many of them leading one to believe that 
the operation had 100% of perfect results, 
even when numbered by the thousands, 
while others are very much more moderate. 

There can be no doubt of the beneficial 
results that would follow a complete removal 
of the lens in its capsule, if the operation 
could be performed without serious injury 
to the eye. That it can be done in some 
cases, under favorable conditions, is certain, 
but just what these conditions are has not 
as yet been determined definitely by those 
surgeons who are doing this operation in 
America. The more enthusiastic claim it is 
suitable for all forms of cataracts, except 
traumatic and juvenile, while others are 
disposed to believe the immature cataract 
offers the best field for its use. If confined 
to immature cases, it will be a great blessing 
to those patients whose cataracts are pro- 
gressing equally in both eyes, and who, 
while incapacitated for work, would still be 
unfit subjects for operation by our present 
methods. 

My own experience covers thiity-five 
cases, twenty-eight of which were tabulated 
for thisreport. Four cases were attempted 
and the operation abandoned. The opera- 
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tion is more difficult to perform than the 
old one, and should not be undertaken 
except by those who have had considerable 
experience in cataract extraction. The 
most striking result following the extrac- 
tion of the lens in the capsule is the large 
number of cases having little or no reaction 
following the operation. In my experience 
but two cases, or 7.1%, showed even slight 
reaction, while in but one case. was the re- 
action marked. The percentage of cases 
showing loss of vitreous was greater than in 
those done by the old method, but in no in- 
stance was the amount lost of sufficient 
quantity to produce any serious after- 
results. 

This experience is far too small for me to 
draw any definite conclusions, and I am 
unable to tell in any given case whether the 
lens can be torn from its attachment with- 
out undue pressure, and delivered without 
great risk of loss of vitreous. In the cases 
where I have failed to deliver the lens in the 
capsule and resorted to the old method, no 
serious results followed. I believe, there- 
fore, for the present, if both eyes are equally 
cataractous, the vision so poor in both eyes 
that the patient is totally incapacitated for 
work, we should attempt an early extraction 
in the capsule. In all cases where the lenses 
are mature, or hypermature, we may 
attempt the extraction in the capsule, but 
abandon it if the case turns out to be one 
in which the capsule cannot be easily torn 
from its attachment, and proceed immedi- 
ately with the old operation. 


DIscUSSION 


Dr. Evcene Situ, Detroit.—After the kind 
introduction by Dr. Parker, I am a little bit too 
modest tosay much about cataract extraction. 
In 1875 I read my first paper on cataract to this 
Society, and I have discussed several papers 
since. Very strangely, I was preparing a paper 
upon the same subject and along the same chan- 
nels for this meeting, based upon over eight 


that Dr. Parker was to read a paper on the subject, 
together with the fact that I was at the time a 
little busy, I neglected mine. I have the notes, 
however, for future use. - There is very little 
that is new, and yet there is a great deal to be 
said about the ordinary extraction of cataract; 
so much to be said, in fact, that it is utterly im- 
possible in the time at our disposal to go into the 


hundred extractions of cataract, when learning- entire subject. I agree with all that the doctor 
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has said, except as to the use of boracic acid. 
Gentlemen, boracic acid is not worth a continental 
as an antiseptic. I use it, but I use it as a 
placebo principally. When it comes to the 
question of preparing an eye for operation, I de- 
pend largely upon bichloride of mercury or 
argyrol. There is much to be said about the 
condition of the eye-ball, the surroundings of the 
eye, and the character of the lachrymal secretions 
before operation. Until a man shall have been 
properly instructed and has had considerable ex- 
perience in these cases, he had better not operate 
for cataract. The incision itself, whether it be 
an ideal incision or is a little ragged, if it be 
large enough is sufficient. I have seen just as 
good results from an imperfect incision when 
sufficiently large, as from an ideal one. A most 
important point—I am sorry the doctor did not 
dwell more upon it—is the fact of the angles of 
the incision when an iridectomy has been made. 
The prolapse of the angles of the iris in the angles 
of the wound, which always occur when an irid- 
ectomy is made, should always be relieved with 
spatula, as the doctor says. The bichloride 
solution I use freely. Elderly people, the ones 
coming to us with senile cataract existing for 
some little time, have frequently a greater or less 
degree of chronic conjunctivitis, which should be 
treated before operation. I wish to remark that 
I have made seven operations by the Major Smith 
method (extraction in the capsule), and that is 
seven too many. In each instance I have had 
striated keratitis. I had, in five cases, prolapse 
of the vitreous, and in each case I had a most out- 
rageous deformity of the pupil—the pupils were 
drawn up. There did not seem to be a prolapse 
of the iris in the angles of the incision, but there 
was a considerable deformity of the pupil, as 
though the whole iris had been stretched up- 
wards. It does not offer any advantages over 
extraction of the anterior capsule, in my opinion. 

It was in 1890, I think, I presented my capsule 
forceps to this Society, calling attention to the 
fact that removal of the anterior capsule, with the 
_ forceps, does away with the necessity for sub- 
sequent discission of the capsule, in a large ma- 
jority of cases, and discission of a secondary cat- 
aract is not a harmless operation. My for- 
ceps were primarily intended for simple ex- 
traction, which is the operation I much prefer, 
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but I use them in all cases, without or with irid- 
éctomy. 

Dr FLemminG Carrow, Detroit.—I have done 
a large number of cataract operations, both at my 
clinics at the University Hospital and in China, 
where I operated for a number of years. I pre- 
sume it would be well within bounds to place the 
number at six or seven thousand. This number 
is large enough to warrant me in assuming a little 
confidence in discussing this excellent paper. 

I have used Dr. Smith’s forceps; I probably 
use them in about half the number of cases, and 
whenever I have used them, have always been 
pleased with the results. My opinion is that in a 
great majority of the capsular opacities which 
follow the extraction of cataract, the opacities 
occur in the posterior part of the capsule, and of 
course removal of the anterior part of the capsule 
will not prevent opacities forming in the posterior 
part. That has to be dealt with afterwards. It 
certainly gives us free access to the lens to tear 
away as much of the anterior capsule as possible 
by Dr. Smith’s method in the use of his forceps, 
and my operation is practically the same as Dr. 
Parker’s. In the preparation of the eye I have 
always been in the habit of using benzine. I get 
as good and pure an article as I can, and prepare 
my eye, believing more in that than in the solu- 
tion of boracic acid, although I use that also. My 
experience is very limited in the removal of the 
lens in its capsule, and it is not particularly pleas- 
ant. I think patients who have come to us for 
restoration of vision have a right to expect that 
we shall adopt that operation which gives the 
largest chance for good results, and the largest 
chance is certainly in removing the lens, without 
removing the entire capsule, on account of the 


_danger of lossof vitreous and other complica- 


tions. 

Dr. Parker (closing).—Just one word. I 
don’t want Dr. Carrow to think, or any one to 
think, that I have done 500 cataract operations 
in five years. I have done 542, I think, in the 
past eighteen years. 

In regard to boracic acid. I felt as Dr. Smith 
does in regard to boracic acid until I saw a re- 
markable line of experiments carried on in Ger- 
many. It does not make much difference if you 
use boracic acid or water. If you wash out the 
eye three times a day, it is sterile for two days. 





The next Annual Meeting of the Michigan State Medical 
Society will be held in Detroit September 27-28, 1911 





THE NON-OPERATIVE TREATMENT OF VARICOSE VEINS 
_ OF THE LEGS* 


W. A. HACKETT, M. D. 
Detroit, Mich. 


The term ‘varicose’ is usually applied 
to a more or less permanent dilatation of 
the veins due to changes in their walls. 

Miller found in 108 operative cases in the 
Halsted clinic that the varices appeared in 
one-third of the cases before the thirtieth 
year and in two-thirds before the fortieth 
year. 

Males are oftener affected than females. 
Pregnancy exercises an influence independ- 
ent of the mere mechanical interference of 
the gravid uterus with the pelvic veins, as 
varices often appear in the legs during the 
first months of gestation. 

Arteriosclerosis is undoubtedly an im- 
portant factor, and in fact the varicose pro- 
cess itself is distinctly of a sclerogenic 
character, corresponding to the same pro- 
cess in the arteries. Chronic phlebitis, 
which produces structural changes in the 
venous walls, may be the cause. Nervous 
diseases in which there is a loss of vaso- 
motor control may play a part in the etiol- 
ogy. Some of the exciting or localizing 
causes may be gravity in the erect posture; 
lack of perivascular support in the saphenous 
and other superficial veins; interference 
with the return flow by constantly repeated 
contractions of the deep muscles and apo- 
neurosis of the calf; weakness of the valves 
(trauma). By forcing the valves, the me- 
chanical factors may lead to chronic degen- 
erative changes, which destroy the elas- 
ticity of the veins, bringing about a com- 
pensatory phlebosclerosis. 

Some of the secondary lesions produced 


- *®Read at the Forty-fifth Annual Meeting of the 
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are: sclerosis of the arteries, on the skin 
marked trophic changes, with eczema and 
varicose ulcers, usually appearing on the 
inner lower aspect of the leg above the 
malleolus. These are more apt to appear 
in individuals in middle life compelled to 
labor while standing, and multiparous 
women are prone to them. 

The Trendelenburg test shows the con- 
dition of the valves. 

Delbet demonstrated the influence of 
valvular insufficiency in increasing the in- 
travenous tension by the use of a canula. 

A rupture of the varicose veins some- 
times thieatens life, the bleeding being very 
severe on account of the valvular impotency. 
Subcutaneous ruptures cause ecchymosis 
and extensive extravasations, and severe 
pain if the deeper veins rupture. 

Lymphangitis and phlebitis often occur 
as a result of injury or infection in the lower 
limbs of these subjects having varicose 
veins; hence great care should be taken of 
any slight wound or excoriation. When 
these two conditions are present the ten- 
dency to superficial redness and edema is 
noticed. There is pain and temperature, 
and the adjoining glands enlarge and some- 
times suppurate. 

Varicose: ulcer often accompanies vari- 
cose veins in the advanced stages, and is 
generally situated on the inner and lower 
aspect of the leg but may extend almost 
around the limb. It may begin asa scratch 
or blister brought about by itching and 
eczema. Infection soon takes place, and 
ulceration progresses rapidly on account of 
the lowered resistance of the tissues. In 
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syphilitic subjects, the ulcers are circular 
and scooped out in appearance. ‘The sen- 
sibility of the skin around the ulcer is 
usually diminished. 

The eczema, which accompanies varicose 
ulcers, is usually dry and scaly or else very 
moist in character, and the pruritis is very 
marked. In old cases, the subcutaneous 
tissues become so thickened as to simulate 
elephantiasis. 

Neuralgia often accompanies the ad- 
vanced varicose state, due to the develop- 
ment of peri-neural sclerosis and intra- 
neural varices. 

TREATMENT 

We have seen numerous cases which were 
operated on by good surgeons, and the re- 
sults were far from being satisfactory. A 
great many patients who have varicose 
veins cannot be operated on, on account of 
associated constitutional conditions; e. g., 
diabetes, nephritis, cardiac lesions, arterio- 
sclerosis, great obesity, etc. There is an- 
other large class who will not be operated 
on (washerwomen, laborers, etc.), as they 
cannot afford to rest for the required 
length of time to effect a cure, so it is up 
to the physician to use other means. In 
early cases the proper hygienic care of the 
limbs with the help of an external support 
will enable the patient to be fairly comfort- 
able. The skin should be cared for by fre- 
quent bathing, using hot water rather than 
lukewarm, avoiding garters and constrict- 
ing garments. 

For the past fifteen months we have been 
using a boot composed of Unna’s paste and 
ordinary gauze bandages. The paste is 
composed of the following: gelatine white, 
2 parts; zinc oxide, 2 parts; glycerin, 3 parts, 
aqua, 6 parts. 

This is made over a water bath, first com- 
pletely dissolving the gelatine, then stir in 
gradually the zinc oxide until it is thor- 
oughly incorporated in the mixture, and 
last of all add the glycerin. 
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Gelatine increases the plasticity of liquids 
with which it is incorporated, and it has 
unquestionable adhesive properties. Gel- 
atine has been accused of causing tetanus, 
and in order to obviate this risk it should be 
thoroughly sterilized at a temperature of 
120 degrees C. An inch strip of adhesive 
plaster is placed around the limb below and 
above, to mark the margin of the boot. The 
hot paste is painted on with a brush all over 
the limb from the lower to the upper ad- 
hesive strip, and the gauze bandage two 
and one half or three inches wide is applied 
from below; the gauze is wound snugly 
once around and overlapped and cut by 
the surgeon while the assistant does the 
painting. Two or three layers of bandages 
are applied in this way and the boot allowed 
to dry. An ordinary stocking and shoe 
may be worn over the boot and the patient 
return to work. 

If there is much excretion from an ulcer, 
a small window may be cut through 
the boot in a few days and the ulcer 
dressed. 

The application of the paste in this man- 
ner is aseptic, healing and soothing to ulcers 
and varicose eczema, and gives support to 
the vessels better than a stocking or elastic 
bandage. 

The boot may be worn from two weeks 
to two or three months, depending upon 
the condition present. 

It is surprising how rapidly healthy 
granulations spring up from foul and even 
gangrenous ulcers under this treatment. 

We have a record of fifty cases of vari- 
cose veins treated by this method with good 
results. In twenty-five cases varicose ulcers 
were present, in four cases varicose eczema, 
and in two ruptured varicose veins. 
The varicose ulcers ranged in size from that 
of a nickle to a silver dollar. The eczema 
was very severe; the ruptured veins bled 
freely, and recovery seemed to be complete 
in all the fifty cases. 





CEREBRO-SPINAL MENINGITIS* 


COLLINS H. JOHNSTON, B. A., M. D. 
Grand Rapids, Mich. 


Cerebro-spinal meningitis may be divided 
into three groups: 1st, the tuberculous form; 
2d, the epidemic form; and 3d, simple cere- 
bro-spinal meningitis, due to a considerable 
number of organisms, among which is the 
pneumococcus. In a study of eighteen 
hundred non-tuberculous cases Churchill 
found 80% were due to meningococcus (the 
diplococcus meningitidis intracellularis), 
10% to the pneumococcus, and the re- 
mainder to various organisms, such as 
streptococcus, staphylococcus, colon bacil- 
lus, typhoid bacillus, influenza bacillus, etc. 
' Tuberculous meningitis is almost always 
secondary, the bacilli finding their way to 
the brain through the lymph channels or 
blood currents from lesions elsewhere in 
the body. For a long while it was not 
known in what way the meningococcus 
gained entrance to the brain, but it has 
been recently quite definitely proven that 
the micro-organisms enter the system by 
way of the tonsils and nasopharynx. It is 
thus regarded asan inhalation disease con- 
veyed to the meninges by the lymphatics. 
This is not surprising when we consider how 
many other infections, such as scarlet fever, 
rheumatism, and even appendicitis, enter 
the body through diseased tonsils and 
adenoids. In his experimental work upon 
monkeys Flexner has been able in a good 
many cases to produce epidemic cerebro- 
spinal meningitis by spraying the nostrils 
with a culture of the meningococcus. 

Tuberculous meningitis is much more 
common among children than adults, and 
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except during epidemics of cerebro-spinal 
meningitis is the form of disease most com- 
monly met with. Children are susceptible 
to it at all ages, though it is rare in the first 
few months of life. The prognosis is 
always bad, few cases of recoveries of au- 
thentic cases being on record. 

Tuberculosis of any kind is almost always 
fatal in infants, and such cases as have come 
under my observation have usually ter- 
minated in meningitis. A couple of years 
ago I had a case which I thought was going 
to prove an exception to the rule. An 
infant, whose father was in an advanced 
stage of pulmonary tuberculosis, was born 
in June perfectly healthy. In December, 
while giving the mother a Von Pirquet 
cutaneous test, I gave the baby one also and 
obtained a positive reaction. At this time 
the baby was six months old, weighed 
fourteen pounds, and was to all appear- 
ances as robust and healthy a baby as I ever 
saw. 

Anticipating possible infection, the 
baby was kept in the open air twenty-one 
hours a day from fall until spring and I 
frequently found it out-of-doors in its car- 
riage when the thermometer was ten de- 
grees below zero. The baby did well until 
February, when it developed a slight hoarse- 
ness. It continued doifg well, however, in 
a general way until March when it stopped 
gaining in weight and lost the splendid 
appetite which it had had throughout the 
winter. In May it developed an indefinite 
fever. Two or three Widal tests were 
negative, and I soon became convinced that 
the baby had acute tuberculosis. At the 
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end of six weeks of this indefinite illness, 
which was attended with a constant tem- 
perature of from 100 to 102 degrees, the 
infant developed signs of meningitis and 
died three weeks later. 

In a number of instances in infants under 
two years of age, I have diagnosed typhoid 
fever, which cases later terminated in tuber- 
culous meningitis. 

The onset, especially in infants, in a good 
many cases is exceedingly insidious. The 
presence of tuberculosis in infants is fre- 
quently overlooked for a long time, and, on 
the other hand, the diagnosis of tubercu- 
losis is often made where the disease is not 
present. It is especially in infants and 
children under three years of age that the 
skin test is of great diagnostic importance. 
Latent forms of tuberculosis, or lesions 
that have been healed for years, are respon- 
sive to the Von Pirquet test, so that reaction 
is the rule in adults; but in young children, 
and especially infants, in whom time for 
healing processes has not elapsed, a reaction 
to the cutaneous test is indicative of active 
tuberculosis. 

In some acute cases both in the 
adult and child, however, the body is un- 
able to respond to the cutaneous test. 
This is especially the case in tuberculous 
meningitis; so that failure to react in a 
case of meningitis does not exclude the 
possibility of a tubercular origin. 

I will not tire you with an enumeration 
of the usual symptoms of tuberculous men- 
ingitis. A few diagnostic points may be 
emphasized. Kernig’s sign is of consider- 
able importance. Twenty-five years ago 
Kernig first called attention to the now well- 
known sign of meningitis, which consists 
of an inability to extend the knee when the 
thigh is held at right angles to the body. 
This has been tested in thousands of cases 
of meningitis, and it has been found present 
in about 90% of cases of tuberculous men- 
ingitis, and in about 95% of cases of epidemic 
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cerebro-spinal meningitis. In any disease 
the appearance of this sign suggests the 
involvement of the meninges. A negative 
test, in any case, does not exclude men- 
ingitis, but a positive test is of great value. 
The blood count in tuberculous meningitis 
is more apt to show a leucocytosis than in 
other forms of tuberculosis, a leucocytosis 
of from twenty to forty thousand not being 
unusual. The total count as well as the 
differential count, however, does not per- 
mit us to differentiate tuberculous men- 
ingitis from forms due to other micro-organ- 
isms. 

The most important method of diagnosis 
is lumbar puncture. The per cent. of cases 
in which bacilli are found in the spinal 
fluid varies greatly. Some laboratories 
report finding the bacilli in not more than 
forty or fifty per cent. of cases, while 
others find them in practically every case. 
A good deal seems to depend upon the skill 
and patience of the bacteriologist. The 
spinal fluid is usually clear in tuberculous 
meningitis, while in all other varieties it is 
usually more or less cloudy. In all cases 
wherein the diagnosis of meningitis is in 
doubt, a lumbar puncture should be made, 
as very valuable information may be thus 
obtained. In fact, in many cases it is im- 
possible to make a certain diagnosis in any 
other way. 

The epidemic form of cerebro-spinal men- 
ingitis, or the form due to the diplococcus 
intracellular meningitidis, which also oc- 
casionally appears sporadically, has ac- 
quired new interest in the last two years 
from the wonderful results following the 
use of Flexner’s Serum. Flexner was as- 
sistant to Welsh at Johns Hopkins Hospital 
for a good many years, and when the Rocke- 
feller Institute was opened he was made 
director. Since that time some splendid 
work has emanated from this institution, 
not the least of which has been the produc- 
tion of the anti-meningitis serum. 
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The mode of onset and symptoms of 
epidemic meningitis vary greatly, some 
cases dying within twelve or fifteen hours 
after the onset. In June I was called toa 
man who returned from work at six o’clock, 
and while eating supper vomited and fell 
over on the floor unconscious. He was 
picked up and put upon a sofa, where I saw 
him two hours later unconscious and ex- 
tremely delirious. He had no temperature, 
his pulse was slow, pupils were widely 
dilated, and his face very red, which with 
the sudden onset of the symptoms suggested 
belladonna poisoning. I left him a pre- 
scription for bromide and chloral, a couple 
of doses of which I thought would quiet 
him for the night. About midnight I was 
notified over the telephone that they were 
unable to make him swallow any of the 
medicine. I returned to the house, and 
found that it had taken three or four men 
to hold him in bed during, my absence. It 
required a grain and a quarter of morphia 
hypodermically to quiet him, when I found 
that his pulse had risen to about 100; his 
rectal temperature was 99} degrees. The 
pupils were of course contracted from the 
morphia. Being entirely unconscious from 
the time he fell over at the supper-table 
until his death, thirty-six hours later, he 
was unable to make any statements as to 
his subjective symptoms. In the morning 
I removed him to the hospital. During the 
day he had but little temperature; his pulse 
varied from go to 100°.. He was in a stupor 
or busy delirium constantly. Kernig’s Sign 
was present. A lumbar puncture was per- 
formed, and the diplococcus meningitidis 
found in the fluid withdrawn. I at once 
telegraphed to Chicago for some fresh 
Flexner’s Serum which arrived the next 
morning. The patient, however, was in 
extremis and died at ten o’clock. 

The mortality of epidemic meningitis is 
usually exceedingly high. In the New 
York epidemic of 1904 it was 75%. Holt 
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reported that in 1906 of twenty cases under 
one year in his hospital wards, not one 
recovered. All observers agree that it is 
almost invariably fatal in infancy. In 
Flexner’s first report in 1908, of three hun- 
dred cases of the disease in which the serum 
was used the mortality was less than 30%. 
In Belfast, during a recent epidemic, the 
general mortality outside of the hospital 
was 75 to 80%, whereas in the hospital 
where the serum treatment was used the 
mortality was 26%. The earlier the serum 
is used the more pronounced is the benefit. 
In six cases under two years of age, where 
the serum was used on the first, second, or 
third day, all recovered; whereas in twelve 
cases wherein it was used later than the 
seventh day, over 50% died. One of the 
most striking results following the use of 
the serum is the drop in temperature, which 
sometimes becomes normal in forty-eight 
hours. Along with the subsidence of the 
fever there is an improvement in all the 
other symptoms, such as cessation of pain 
and hyperesthesia, a clearing of the mental 
state, and ability to take food. Flexner’s 


. Serum is not anti-toxic, but bactericidal in 


nature. Its effect can be observed by 
examining the cerebro-spinal fluid daily 
with the microscope. After the first injec- 
tion the number of organisms in the fluid 
outside of the cells rapidly decreases, 
the intracellular organisms become less in 
number and finally disappear altogether. 
About six weeks ago I was called to see 
an infant five months old which had never 
been ill until a few hours previous to my 
visit, when it vomited and refused its food. 
Its temperature was 104°, and the child 
was restless and irritable. The next day 
the same symptoms were present, and the 
infant seemed at times to be delirious. It 
was evidently in considerable distress, and 
moaned more or less of the time. A rather 
distinct Kernig Sign was present, especially 
in the left extremity. There was occa- 
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sional vomiting, great restlessness, a rapid 
pulse, and a constant tempeiature of from 
102° to 104°. There were no convulsions. 
I examined the ear-drums under an anes- 
thetic and found them normal. The pres- 
ence of a leucocytosis of forty thousand and 
anegative Widal test excluded the possibility 
of typhoid fever. There were no symptoms 
or physical signs of pneumonia. The 
pupils were contracted and photophobia 
seemed to be present. Babinski’s Reflex, 
or extension of the great toe on irritating 
the sole of the foot, was present. A lum- 
bar puncture was performed, and the men- 
ingococcus found in the spinal fluid. On 
the evening of the third day fifteen cubic 
centimeters of Flexner’s Serum were in- 
jected into the spinal canal. In four hours 
the child had the first quiet sleep since it 
was taken ill. Its temperature the next 
morning had dropped to 101°, and the next 
evening was normal. All the symptoms 
rapidly ameliorated, and the child made a 
speedy recovery from an illness certain to 
prove fatal witlout the help of Flexner’s 
Serum. 

In every case of suspected meningitis, a 
lumbar puncture should be made as early 
as possible. The operation is a very simple 
one, and with due precaution is unattended 
with risk. As it seems to cause but little 
pain, some operators place the patient 
astride a chair, over the back of which he 
leans. <A better position, I think, is lying 
on the side with the knees well flexed upon 
the abdomen, and the spine made as con- 
vex as possible. 

The third or fourth lumbar space is the 
one usually selected for the puncture. The 
spinal cord terminates opposite the second 
lumbar vertebra, and so cannot. be injured. 
A line joining the highest points of the iliac 
crests passes over the third lumbar spine 
in children, and between the fourth and 
fifth lumbar spines in adults. The point of 
election in children is midway between the 
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third and fourth spines. The needle meets 
with only cartilaginous resistance if prop- 
erly inserted, and: should be introduced 
about three-quarters of an inch. It is 
easy to tell when the spinal canal is en- 
tered, whereupon a free flow of fluid follows. 
In adults the needle is introduced midway 
between the fourth and fifth lumbar spines 
one-fourth of an inch to one side of the 
median line, and is passed forwards, in- 
wards, and upwards. Should the needle 
come in contact with bone it should be with- 
drawn for a short distance and passed in 
at a little different angle. If the fluid does 
not come, suction should not be used. It 
is important that too much fluid be not 
removed at the first puncture, the usual 
amount removed being from fifteen to 
thirty cubic centimeters. 

In a recent case of great interest, I re- 
moved an ounce and a half with most bene- 
ficial results. A boy eight years of age was 
taken sick with symptoms suggestive of - 
typhoid fever, which diagnosis was made by 
‘two different physicians. At the end of 
two weeks he became delirious, and a few 
days later unconscious, so that when I saw 
him at the end of the fourth week he had | 
been unconscious and unable to take any 
nourishment whatever by mouth for ten 
days. He had become greatly emaciated; 
his pupils were dilated, his abdomen mark- 
edly excavated, the muscles of the neck 
were stiff, and the head retracted most 
of the time. His pulse was rapid, and 
breathing of the Cheyne-Stokes variety. A 
pronounced Kernig Sign was present, and 
also the Babinski Reflex. Recognizing 
that symptoms of compression were pre- 
sent, whatever the etiology of the disease, 
I performed lumbar puncture, and removed 
an ounce and a half of clear fluid. At the 
same time the boy was directed to be fed, 
by means of a catheter introduced through 
the nose into the stomach, four ounces of 
peptonized milk and two drams of whiskey 
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every four hours. Examination of the 
spinal fluid was negative, which led me to 
believe that the case was one of epidemic 
cerebro-spinal meningitis in which the 
organisms had already disappeared from 
the spinal canal. Improvement began to 
manifest itself within a few hours after the 
lumbar puncture, and the child slept quietly 
for the first time in many days. Within 
four days consciousness began to return, 
and at the end of a week he began to take 
food through the mouth. At the end of 
two weeks he left the hospital as a conva- 
lescent. 

The usual amount of serum injected at a 
time is thirty cubic centimeters, the only 
exception being in the case of young babies, 
such as my case, when only fifteen cubic 
centimeters are used. It is recommended 
that the: injection be repeated once every 
twenty-four hours for four days; but in a 


number of instances, as in my own case, 
complete recovery has followed one dose of 
the serum. Flexner believes that the in- 
jection should be repeated at twenty-four 
hour intervals as long as diplococci are 
found in the film preparation of the cerebro- 


spinal fluid. It is a more certain test than 
are cultures. In cases in which the dip- 
lococci disappear early from the fluid, the 
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injection should usually be repeated daily 
for four days. In certain severe cases 
injections should be given twice in the first 
twenty-four hours. In every case of sus- 
pected cerebro-spinal meningitis, lumbar 
puncture should be performed as early as 
possible. If the fluid obtained is turbid, 
from twenty to thirty cubic centimeters of 
the serum should be injected at once into 
the spinal canal, without waiting for the 
bacteriological examination of the fluid 
withdrawn. Cloudy or purulent fluid as a 
general rule shows meningococci. If it 
should show other organisms, such as 
pneumococci, no harm will have been done. 
Cerebro-spinal meningitis due to the pneu- 
mococci is invariably fatal. If the fluid 
drawn is clear, it should be carefully exam- 
ined for meningococci and tubercle bacilli, 
for although clear fluid generally shows 
only tubercle bacilli, meningococci are some- 
times found in clear fluid both in the early 
and advanced stages of epidemic cerebro- 
spinal meningitis. 

I wish, in closing, to emphasize the great 
value and importance of lumbar puncture, 
1st, for purposes of diagnosis; 2d, to relieve 
symptoms of intra-cranial pressure as in 
the case mentioned above; and, 3d, for the 
injection of anti-meningitis serum. 
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Recently a few prominent gynecologists 
have been bold enough to advocate deferred 
operation in all cases of ruptured tubal 
pregnancy where intra-abdominal hemor- 
rhage is a factor to be reckoned with. De- 
ferred operation in every case has been 
condemned by many surgeons, but each 
individual operator appears to be guided 
largely by his own experience. Statistics 
seemingly of value only to the side present- 
ing them, have been offered pro and con, 
and the question as to time of operation is 
far from settled. The arguments advanced 
by men who favor deferred operation are as 
follows: 

1. Seventy per cent. of cases are tubal 
abortions, with loss of blood not greater 
than that of an ordinary miscarriage. 

2. The tubal rupture practically never 


involves the ovarian or uterine vessels. 


3. Cessation of hemorrhage can be de- 
termined by the pulse and by frequent 
hemoglobin estimations. 

4. From an experimental standpoint, 
hemorrhage ceases in from 15 to 20 minutes. 

5. Many operators have found after 
opening the abdqminal cavity that no ac- 
tive bleeding could be demonstrated, and 
that hemorrhage was started up only by 
their own manipulations. 

6. Operation upon a patient after a 
severe hemorrhage adds shock to shock, 
and immediate operation usually results 
in a fatal termination. 

7. The surgeon is able to do the opera- 
tion under more favorable circumstances, 
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viz., better surroundings (hospital), com- 
petent assistants and nurses, proper in- 
struments, etc. 

8. Statistics show that not more than 
five per cent. of patients die if left alone, 
while in 1176 operated cases from twenty- 
five clinics, the mortality rate was eight 
per cent. 

g. As a matter of fact, immediate opera- 
tion is rarely ever carried out. 

1o. The treatment which will produce 
the highest percentage of recoveries is as 
follows: 

Absolute rest in one position for forty- 
eight hours; avoidance of examinations; 
morphin, hypodermically; application of 
heat to ensure normal body temperature; 
administration of normal saline solution 
by enteroclyses or hypodermoclyses, as it 
has been experimentally demonstrated that 
these procedures do not excite fresh hem- 
orrhage; strychnin or digitalis may be 
cautiously given; then, as soon as the 
patient has recovered from the shock, she 
may be removed to a hospital, where oper- 
ation may be safely performed. : 

The older view, however, and the one 
still adhered to by the large majority of 
abdominal surgeons, is for immediate opera- 
tion. The arguments of these men are as 
follows: 

1. Howcan we be sure when hemorrhage 
has stopped? 

2. How do we know that another hem- 
orrhage is not imminent? 

3. It is a surgical principle that when- 
ever bleeding endangers a patient’s life, it 
should promptly be controlled if possible. 


123 






124 


4. Hemorrhage from a ruptured tube is 
no different in type from hemorrhage in 
any other part of the body, and just asa 
surgeon should interfere to arrest hem- 
orrhage in any other part of the body, he 
should do so in cases of this kind. 

5. A pregnant tube is a menace to a 
patient’s life and should be removed as soon 
as diagnosed. 

6. Waiting for the patient to rally in 
cases of shock from hemorrhage is a dan- 
gerous procedure. 

Vineburg of New York City compares 
cases of hemorrhage from a iuptured tube 
to a post-operative hemorrhage: ‘‘What 
operator would fear to reopen the abdominal 
cavity and arrest a post-operative hemor- 
rhage because the patient was in deep shock 
from just having been subjected toa lengthy 
and serious operation? Most of us know 
what would happen should we wait for the 
patient to rally.” 

At the meeting of the American Gyne- 
cological Society, held at Philadelphia in 
May, 1908, the following opinions upon this 
subject were expressed: 

Prof. August Martin.—‘‘I do not think 
we need to be in a hurry if bleeding comes 
to a standstill, but if bleeding continues, 
then we should follow the old surgical rule 
to interfere to stop it.” 


Dr. J. Pfannensteil—‘‘Operate at the 


earliest possible moment, but without pre- 
cipitation.” 

Dr. J. Wesley Bovee.—‘“‘I believe from 
what experience I have had, modified to 
some extent by my reading, that in every 
case of ectopic pregnancy, an early opera- 
tion is indicated, and no case is safe with- 
out it.” 

Dr. A. F. Currier.—‘‘I believe that all 
these cases are surgical, and just as we 


would stop bleeding in any portion of the’ 


body after making a diagnosis that bleed- 
ing exists, it isequally proper that we should 
stop bleeding of this character.” 
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Dr. Brooks H. Wells.—‘‘I would advo- 
cate, except in the rarest instances, that 
operation be done as soon as possible, pro- 
vided always that a competent operator 
can be obtained.” 

Dr. Joseph. Taber Johnston.—‘‘All things 
considered, provided you have a skillful 
operator and good surroundings, where 
emergency surgery is necessary, the sooner 
a ruptured tube is taken out the better.” 

Dr. Wm. Gardner.—‘‘I think Prof. 
Pfannensteil sounded the keynote when he 
said, operate but without precipitation. I 
confess to be on the side of those who would 
wait in the case of a very dangerous situa- 
tion, and would watch the case most care- 
fully before deciding to operate.” 

Dr. A. L. Smith, Montreal.—‘‘There is no 
doubt, whatever, in my mind, but that 
these patients should be operated upon as 
soon as suspected, because a woman may 
bleed to death in an hour or two after rup- 
ture takes place.” 

Through the courtesy of Dr. Wm. F. 
Metcalf, I am permitted to report a few 
interesting cases. During my five years of 
service with him, he operated upon thirty- 
five cases of tubal pregnancy with a mor- 
tality of 2.8 per cent. I wish to add three 
cases of my own, making a total of thirty- 
eight cases. All operations were immediate 
or as nearly so as was possible. These cases 
may be summarized as follows: 


Unilateral tubal pregnancy 
Bilateral oa e 
Interstitial 
Ruptured 
Unruptured 
Pregnant for the first time 

Last preg. 1 year previous to present preg.. 
Last preg. 2 years previous to present preg. 
Last preg. 3 years previous to present preg. 
Last preg. 4 years previous to present preg. 
Last preg. 5 years previous to present preg. 
Last preg. 6 years previous to present preg. 
Last preg. 7 years previous to present preg. 
Last preg. 8 years previous to present preg. 
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CASES 

Last preg. 9 years previous to present preg. 
Last preg. 10 years previous to present preg. 
Last preg. 11 years previous to present preg. 
Last preg. 14 years previous to present preg. 
Duration of pregnancy (estimated) 6 weeks. 
Duration of pregnancy (estimated) 2 mos.. 
Duration of pregnancy (estimated) 10 weeks. 
Duration of pregnancy (estimated) 3 mos... 
Duration of pregnancy (estimated) 4 mos. 
Cases in which no period was missed.......... 
Cases in which 1 period was missed 
Casesin which 2 periods were missed 
Irregular flowing throughout pregnancy 
Constant flowing throughout pregnancy 
Operation performed: 

Simple salpingectomy 

Resection of tube 

Salpingo-oophorectomy 

Abdominal hysterectomy and double 

salpingo-oophorectomy 

Patients in deep shock at time of operation. . 


— 


COR WON ON OO RK &— = 


Hysterectomy with bilateral salpingo- 
oophorectomy was performed in ten cases, 
because of complicating disease of the 
structures removed. 

Asa detailed account of each case would 
be very tedious, I will report only the 
ones possessing especial interest, viz., the 
three which were found to be in a state of 
collapse when first seen. 

CasE No. 46, 1903. Mrs. M., age thirty- 
three. Occupation, housewife. Family 
history, one sister died of pulmonary tuber- 
culosis. Past history, typhoid at seven- 
teen. Menstrual history, negative up to 
time of marriage. Marital history, mar- 
ried at eighteen. One miscarriage seven 
months after marriage. Two children, now 
thirteen and five years old respectively. 
Sepsis after last child. 

Present illness: menorrhagia for past 
six weeks. Was taken suddenly with sharp 
pain in right lower quadrant of abdomen 
and fainted. She was seen first by Dr. 
Metcalf in deep shock, pulse almost imper- 
ceptible, and was sent to Harper Hospital 
and operated immediately. Patient re- 
quired almost no anesthetic. Hypoder- 
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moclysis and strychnin given. She rallied 
and recovered. 
Another interesting feature of this case 


.was that one year later a pregnancy devel- 


oped in the left tube. She was again sent 
to the hospital, where this tube was removed. 
Patient recovered. 

CasE No. 134, 1908. Mrs. C., age thirty- 
nine. Occupation, housewife. Family 
history and past history, negative. Mar- 
ital history, two children, last one eight 
yearsago. Menstrual periods regular up to 
time of operation. Last menstrual period 
four weeks ago. 

Present illness: patient was taken with 
sharp pain, in right lower quadrant of ab- 
domen, and fainted. When I saw her, 
about two hours later, her temperature was 
subnormal and her pulse rate was 160. 
Pelvic examination revealed a large ac- 
cumulation of fluid in the Cul-de-sac of 
Douglas, pushing uterus forward against 
the pubis. She was sent to the hospital 
and operated upon immediately. Hypoder- 
moclysis and stimulation with strychnin and 
digitalis given during and subsequent to 
operation, but she did not respond, and 
died five hours later. 

CasE No. 221, 1908. Mrs. P., age twenty- 
eight. Occupation, housewife. Family 
history and past history, negative. Men- 
strual history, negative up to time of mar- 
riage. Marital history, one child two years 
ago. No sepsis, gonorrhea or other pelvic 
inflammation. 

Present illness: history of pregnancy of 
about two months. Whilelifting child she 
was suddenly seized with severe pain in lower 
abdomen, and fainted (about 3.00 P. M.). 
Dr. Metcalf saw her at 5.00 P. M., ina state 
of collapse, and sent her to Harper Hospital 
(a short distance), where operation was 
immediately done, no anesthetic being nec- 
essary, as patient was nearly moribund. 
Hypodermoclysis and hypodermics of 
strychnin and camphor-ether were given 
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while preparation was made to do blood 
transfusion, but unfortunately the patient 
died before the vessels could be connected. 

It is in cases like these where opportunity 
for argument as to time of operation will be 
found. I think very few, if any, would 
dispute the contention that in 35 of these 
cases, a few hours’ delay as to time of 
operation would have any serious bearing 
upon the final result. But the question 
presents itself, could all three of these cases 
have been saved by deferred operation? 
One in three was saved by immediate opera- 
tion. I believe all three would have died 
had operation been delayed. Death in 
these cases was not due to operation, but 
occurred because operation could not be 
done soon enough after rupture had taken 
place. 

In regard to the question of enteroclysis, 
hypodermoclysis and intravenous infusion 
before and after operation, for ruptured 
tube, the writer would say: 

Before operation.—Nature’s methods of 
controlling hemorrhage are blood clotting 
and reduction of blood pressure. So why 
increase blood pressure and force out any 
clot that might form in a bleeding vessel by 
filling up the circulatory system with saline 
solution? 

After operation.—With enteroclysis and 
hypodermoclysis, the benefit to the patient 
depends upon the absorption of the fluid 
by the circulatory system, and given a 
patient in as deep shock as two of ours were 
would be utterly useless. Intravenous in- 
fusion will give better results but should be 
cautiously given, and the patient should be 
watched for acute dilatation of the heart. 
All of these procedures are much inferior to 
direct transfusion of blood. 

I would like to suggest a definite plan 
which I propose to carry out when another 
case of collapse from a ruptured tubal 
pregnancy presents itself. This plan would 
be especially applicable if the patient has 
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lost so much blood that immediate opera- 
tion appears dangerous, and waiting for the 
patient to rally seems equally hazard- 
ous. 

The suggestion is as follows: 

The patient is to be kept absolutely quiet 
until instruments, dressings, etc., can be 
brought to her home. An assistant will 
first prepare for transfusion of the patient 
with blood. In the meantime, prepara- 
tions for the operation will have been com- 
pleted. When the vessels are connected, 
blood will be allowed to flow, and when the 
radial pulse becomes perceptible, operation 
may be begun. Increase in blood pressure 
will probably start bleeding afresh, but this 
will make little difference now, as the bleed- 
ing points will shortly be controlled. The 
transfusion will be continued until the 
patient’s pulse shows marked improvement 
or until the donor suffers from loss of blood. 
When the operation is finished the blood 
transfusion will have transformed the pa- 
tient from an extremely hazardous risk to a 
fairly good one. 

Dr. G. W. Crile, of Cleveland, has demon- 
strated that in over eight hundred cases 
hemolysis did not take place during or 
after blood transfusion, and also that a 
consanguineous donor isnotnecessary. All 
that is necessary is that donor and recip- 
ient be healthy subjects. 

Conclusions: 1. All cases of tubal preg- 
nancy are surgical, and the safest treatment 
is early operation. A few hours’ delay will, 
however, according to our records, make 
little difference in 92% of cases. 

2. If rupture has taken place and if the 
patient’s condition is good, she should be 
removed to a hospital and the offending 
structures excised without delay. 

3. If the patient is in a state of collapse, 
she should not be removed to a hospital, 
but should be transfused with blood and 
operated upon in her own home. | 
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DIscuSsSION 


Dr. R. R. SmiruH, Grand Rapids.—It seems to 
me that the question really restricts itself to the 
cases that present marked shock at the time they 
are seen. All other cases are acknowledged to 
be operable, surgical cases, and should, of course, 
be so treated. 

This is a question that has been before the pro- 
fession for several years, since Rodd, of Cleveland, 
brought the matter before the American Gyne- 
cological Society. I was present at the meeting 
which Dr. Hewitt cites. The idea was in some 
ways new to most of us, and yet it has been our 
experience that we are apt in actual practice to 
handle these cases rather differently from the way 
ordinarily prescribed. 

It must be acknowledged that most cases of 
extrauterine pregnancy recover from the first 
attack. This is readily seen by the statistics of 
every man. Thirty-five of Dr. Hewitt’s cases 
were beyond that stage: they had already passed 
through the primary hemorrhage successfully and 
were operated later. There were only three of 
his cases that were really seen at the time when 
the question of operation came up. 

I believe we must consider a number of factors 
in handling these cases if we expect the best re- 
sults. If when a case is seen the degree of shock 
is so severe that we feel an operation at that time 


will send the patient over the brink, it is better to 
wait and take a chance on the hemorrhage stop- 
ping and operate later, rather than to go into it at 
that time. I believe a great many cases are 
rushed to the hospital and operated on and are 
lost because they are already in collapse when by 
waiting some of them might have been saved. If, 
on the other hand, we believe that the patient 
will stand a short, rapid operation and the circum- 
stances are favorable, it is well enough to do it. 
I call to mind three cases in which the patient was 
received during severe shock. They all recovered, 
but I feel certain that had I operated immediately 
I would have lost one case. So we must dis- 
criminate in these cases seen in severe shock. 

Dr. JouHN Bett, Detroit.—I would like to add 
a word to the discussion. The point must,not be 
forgotten that in this process of delay, of waiting, 
of not operating, which some men advocate, there 
is always the possibility of there being pus in the 
pelvis, a lot of blood is poured out there, and one 
is very liable to have a sepsis which will develop 
into abscesses or possibly peritonitis may develop. 
For one I am in favor of operating always and 
never trusting to nature to repair the condition. 

Dr. Smitu.—Perhaps I did not make that 
quite clear. I refer simply to cases in shock. All 
other cases are operable immediately when seen. 





INTERPRETATION OF GROSS FINDINGS IN THE URINE* 
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For daily study and guidance in urologic 
diseases, the physician has no more valuable 
aid than the clinical observation of the 
urine in the so-called ‘‘two glass”’ test. 

As the laboratory and microscope may 
not always be available for the busy prac- 
titioner, he must necessarily be able to 
interpret the gross findings in the urine if 
he would combat successfully pathologic 
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changes as they appear in the urinary tract. 
It is very often the disregard of these simple 
methods that makes the dissatisfied sufferer 
seek advice from other sources. 

That such routine is overlooked, is evi- 
dent from the number of these patients who 
will exhibit surprise upon the urine being 
examined by this method, and say that it is 
the first time any one ever looked at the 
urine notwithstanding a course of treatment 
lasting several months. 
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If the general practitioner wishes to handle 
his venereal diseases, he is conscience bound 
to use all ordinary means at his disposal, 
and certainly these means are most simple. 

This method of analysis consists in the 
collection of the urine in suitable clean glass 
tubes, minute observation of the freshly 
passed specimen, and interpreting what is 
seen. The nature and quantity of the in- 
gredients held in suspension will be sug- 
gested. The original location of such in- 
gredients will in many instances be accu- 
rately pointed out. 

However, laboratory analysis together 
with observation of the patient’s physical 
condition, should positively substantiate 
gross findings for final diagnosis. 

While this provision may leave but a 
small place for this method of study, still 
as a practical daily guide in office work it 
may be used in seventy-five per cent. of our 
cases without further confirmation from 
microscope or laboratory. For this reason it 
-will often give the first important clue that 
leads to the ultimate diagnosis and prove a 
most valuable means of judging the prog- 
ress of these cases from day to day. 


TECHNIQUE 


The patient should be instructed to pre- 
sent himself at the office from four to six 
hours after his last urination, and pass from 
twenty-five to fifty centimetres of urine 
into two glass tubes provided for this pur- 


pose. Irritative inflammations of the blad- 
der and deep urethra will of necessity mod- 
ify this rule.’ , 

Specimens carried to the office in unclean 
drug bottles are unfit for this method of 
observation. 

The freshly passed specimen having been 
secured, should now be held between the 
observer and a strong light and intently 
scrutinized for any abnormal appearances. 
The smallest mucus floater or tiny speck 
has its significance to the experienced eye. 
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The beginner will naturally make mis- 
takes in his interpretation, but recourse to 
the laboratory to confirm or refute his in- 
ference will soon make him expert in his 
conclusions. It will be possible for him to 
say, ‘‘This urine is phosphatic,” or, ‘“This 
is a shred from a stricture,”’ or, ‘‘This pus 
is from the kidney,” or, ‘This mucus is 
from the prostate,” and so forth and so on. 
The ingredients suspended in the urine are 
of organic or crystalline matter. The 
former are always the more important. 

Of the various kinds of crystalline matter 


. that cloud the urine the phosphatic group 


is the most common, and will be distributed 
in both tubes because of renal origin. 

This cloudiness is very characteristic, 
the white crystal-like flakes gravitating to 
the bottom quickly or slowly according to 
the density. Ifthe phosphaturia is extreme 
the second tube will often contain gritty 
masses of crystals, which are expelled with 
the last drops of urine. 

Next in order in the crystalline group are 
urates and uricacid, which are rarely found 
in the freshly passed specimen. Urates 
produce a dirty reddish cloud, which 
slowly precipitates to the bottom of the 
tubes. 

Cystin or oxylates rarely cloud the urine. 
If a few drops of acetic acid be added to the 
phosphatic urine there will be instant clear- 
ing after effervescence. 

If the patient has been taking santal oil 
or copaiba the urine will again cloud in a 
few moments, in a less marked degree. 
This step should be routine in all urine that 
is cloudy, to satisfy ourselves that the tur- 
bidity is not produced by phosphates. 

The first tube collected will exhibit urine 
as found in the bladder plus what it washes 
from the urethral walls during its passage. 
The second tube will contain the urine as 
found in the bladder without the admixture 
of any sweepings from the urethra during 
its passage. Pus in large quantities, blood 
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clots or dense clouds of phosphatic crystals 
which settle in the bladder, will only come 
away in the second tube with the last drops 
of urine following muscular spasm. The 
urine of the second tube may also be con- 
taminated by the so-called pistqn-stroke 
spasm, which will squeeze pus from a pros- 
tatic abscess or congested blood from the 
vesical neck, by muscular contraction. 

After having ascertained the presence or 
absence of crystalline matter, the tubes 
should be investigated with regard to or- 
ganic cloudiness. If both tubes remain 
cloudy after acetic acid has been added, 
we may conclude the cloudiness is due to 
blood, pus, bacteria, or chyle. 

Blood appears in the urine in two forms, 
namely that in which corpuscles are present 
-and that in which coloring matter alone is 
present. 

When the tubes are holding a urine that 
is colored a bright scarlet, the inference must 
naturally be that the source of the bleeding 
is the lower urinary tract. If only in the 
first tube, we must suspect the -point of 
origin to be the urethra or prostate gland. 

The greater the amount of bleeding, 
especially if its source is the kidney, the 
darker is the colorin the tubes. However, it 
does not follow that dark-colored blood in- 
variably comes from the kidney, asa prostate 
that is large, or a stricture that is of small 
calibre, may retain the blood in the bladder 
for a sufficient time to allow oxygenation 
to take place. 

When the tubes are clouded with blood 
and the color is evenly distributed, and 
when such is the case at repeated examina- 
tions, it suggests most strongly that the 
bleeding is of renal origin. We must keep 
in mind, however, that coloring matter 
alone may stain the urine in a similar man- 
ner. To definitely fix the source of bleed- 
ing will require the aid of the microscope, 
as stated before, but many valuable hints 
may be taken from the gross appearance. 
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The examiner should approximate the 
quantity of blood present. He should 
observe if density is increased by exercise, 
and whether it be constant or intermittent. 
The greatest amount of hemorrhage is 
found, as a rule, with neoplasms and injury, 
but occasionally in acute nephritis or with 
tubercular ulcers the bleeding is very severe. 
If the quantity of blood is increased by 
exercise, stone in the bladder or kidney may 
be looked for. 

Pus must be interpreted with regard to 
color, quantity and gravity. When alka- 
line fermentation takes place, pus cells un- 
dergo a change and run together, forming 
dense clouds of coagulum. Such a mixture 
is commonly found in the urine of the pa- 
tient suffering from chronic cystitis. This 
coagulated mass, which resembles semen, 
should not be mistaken for mucus. 

The pus that sinks to the, bottom in 
large amounts denotes alkaline fermenta- 
tion, while it is noted that in the acid urine 
moderate quantities of pus will gravitate 
very slowly. These characteristics are 
more or less distinctive of pyelitis or cystitis 
respectively. 

The heavy, sandy pus, of greenish hue, 
that settles quickly, is positive evidence of 
pyelo-nephritis. Ropy pus, while more 
commonly found with alkaline conditions 
of the bladder, may occasionally be present 
in the urine of one that has a large abscess 
pocket in the kidney that drains intermit- 
tently. 

The gross observation of the urine will 
prove of most value in the management of 
our gonorrheal patients. Vigilance here will 
sometimes anticipate a beginning epidid- 
ymitis by noting the peculiar cloud of exu- 
date that appears in the second tube, be- 
fore any other objective or subjective 
symptom appears. 

The purulent urine of acute gonorrheal 
inflammations is, as a rule, free from shreds, 
but as the inflammation subsides and be- 
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If the general practitioner wishes to handle 
his venereal diseases, he is conscience bound 
to use all ordinary means at his disposal, 
and certainly these means are most simple. 

This method of analysis consists in the 
collection of the urine in suitable clean glass 
tubes, minute observation of the freshly 
passed specimen, and interpreting what is 
seen. The nature and quantity of the in- 
gredients held in suspension will be sug- 
gested. The original location of such in- 
gredients will in many instances be accu- 
rately pointed out. 

However, laboratory analysis together 
with observation of the patient’s physical 
condition, should positively substantiate 
gross findings for final diagnosis. 

While this provision may leave but a 
small place for this method of study, still 
as a practical daily guide in office work it 
may be used in seventy-five per cent. of our 
cases without further confirmation from 
microscope or laboratory. For this reason it 
will often give the first important clue that 
leads to the ultimate diagnosis and prove a 
most valuable means of judging the prog- 
ress of these cases from day to day. 


TECHNIQUE 


The patient should be instructed to pre- 
sent himself at the office from four to six 
hours after his last urination, and pass from 
twenty-five to fifty centimetres of urine 
into two glass tubes provided for this pur- 


pose. Irritative inflammations of the blad- 
der and deep urethra will of necessity mod- 
ify this rule. . 

Specimens carried to the office in unclean 
drug bottles are unfit for this method of 
observation. 

The freshly passed specimen having been 
secured, should now be held between the 
observer and a strong light and intently 
scrutinized for any abnormal appearances. 
The smallest mucus floater or tiny speck 
has its significance to the experienced eye. 
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The beginner will naturally make mis- 
takes in his interpretation, but recourse to 
the laboratory to confirm or refute his in- 
ference will soon make him expert in his 
conclusions. It will be possible for him to 
say, ‘This urine is phosphatic,” or, “‘This 
is a shred from a stricture,” or, ‘This pus 
is from the kidney,” or, “This mucus is 
from the prostate,’ and so forth and so on. 
The ingredients suspended in the urine are 
of organic or crystalline matter. The 
former are always the more important. 

Of the various kinds of crystalline matter 
that cloud the urine the phosphatic group 
is the most common, and will be distributed 
in both tubes because of renal origin. 

This cloudiness is very characteristic, 
the white crystal-like flakes gravitating to 
the bottom quickly or slowly according to 
the density. Ifthe phosphaturia is extreme 
the second tube will often contain gritty 
masses of crystals, which are expelled with 
the last drops of urine. 

Next in order in the crystalline group are 
urates and uric acid, which are rarely found 
in the freshly passed specimen. Urates 
produce a dirty reddish cloud, which 
slowly precipitates to the bottom of the 
tubes. 

Cystin or oxylates rarely cloud the urine. 
If a few drops of acetic acid be added to the 
phosphatic urine there will be instant clear- 
ing after effervescence. 

If the patient has been taking santal oil 
or copaiba the urine will again cloud in a 
few moments, in a less marked degree. 
This step should be routine in all urine that 
is cloudy, to satisfy ourselves that the tur- 
bidity is not produced by phosphates. 

The first tube collected will exhibit urine 
as found in the bladder plus what it washes 
from the urethral walls during its passage. 
The second tube will contain the urine as 
found in the bladder without the admixture 
of any sweepings from the urethra during 
its passage. Pus in large quantities, blood 
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clots or dense clouds of phosphatic crystals 
which settle in the bladder, will only come 
away in the second tube with the last drops 
of urine following muscular spasm. The 
urine of the second tube may also be con- 
taminated by the so-called piston-stroke 
spasm, which will squeeze pus from a pros- 
tatic abscess or congested blood from the 
vesical neck, by muscular contraction. 

After having ascertained the presence or 
abserice of crystalline matter, the tubes 
should be investigated with regard to or- 
ganic cloudiness. If both tubes remain 
cloudy after acetic acid has been added, 
we may conclude the cloudiness is due to 
blood, pus, bacteria, or chyle. 

Blood appears in the urine in two forms, 
namely that in which corpuscles are present 
-and that in which coloring matter alone is 
present. 

When the tubes are holding a urine that 
is colored a bright scarlet, the inference must 


naturally be that the source of the bleeding 


is the lower urinary tract. If only in the 
first tube, we must suspect the point of 
origin to be the urethra or prostate gland. 

The greater the amount of bleeding, 
especially if its source is the kidney, the 
darker is thecolorin thetubes. However, it 
does not follow that dark-colored blood in- 
variably comes from the kidney, asa prostate 
that is large, or a stricture that is of small 
calibre, may retain the blood in the bladder 
for a sufficient time to allow oxygenation 
to take place. 

When the tubes are clouded with blood 
and the color is evenly distributed, and 
when such is the case at repeated examina- 
tions, it suggests most strongly that the 
bleeding is of renal origin. We must keep 
in mind, however, that coloring matter 
alone may stain the urine in a similar man- 
ner. To definitely fix the source of bleed- 
ing will require the aid of the microscope, 
as stated before, but many valuable hints 
may be taken from the gross appearance. 
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The examiner should approximate the 
quantity of blood present. He should 
observe if density is increased by exercise, 
and whether it be constant or intermittent. 
The greatest amount of hemorrhage is 
found, as a rule, with neoplasms and injury, 
but occasionally in acute nephritis or with 
tubercular ulcers the bleeding is very severe. 
If the quantity of blood is increased by 
exercise, stone in the bladder or kidney may 
be looked for. 

Pus must be interpreted with regard to 
color, quantity and gravity. When alka- 
line fermentation takes place, pus cells un- 
dergo a change and run together, forming 
dense clouds of coagulum. Such a mixture 
is commonly found in the urine of the pa- 
tient suffering from chronic cystitis. This 
coagulated mass, which resembles semen, 
should not be mistaken for mucus. 

The pus that sinks to the bottom in 
large amounts denotes alkaline fermenta- 
tion, while it is noted that in the acid urine 
moderate quantities of pus will gravitate 
very slowly. These characteristics are 
more or less distinctive of pyelitis or cystitis 
respectively. 

The heavy, sandy pus, of greenish hue, 
that settles quickly, is positive evidence of 
pyelo-nephritis. Ropy pus, while more 
commonly found with alkaline conditions 
of the bladder, may occasionally be present 
in the urine of one that has a large abscess 
pocket in the kidney that drains intermit- 
tently. 

The gross observation of the urine will 
prove of most value in the management of 
our gonorrheal patients. Vigilance here will 
sometimes anticipate a beginning epidid- 
ymitis by noting the peculiar cloud of exu- 
date that appears in the second tube, be- 
fore any other objective or subjective 
symptom appears. 

The purulent urine of acute gonorrheal 
inflammations is, as a rule, free from shreds, 
but as the inflammation subsides and be- 
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comes localized little scabs are formed that 
wash down with the stream of urine. As 
the pus decreases and the shreds appear, 
improvement will be daily more marked. 
Each and every shred has its story to tell 
the observer. The thick pieces of irregular 
size are generally indicative of stricture or 
chronic inflammation. The _ threadlike 
strings that quickly settle, weighed down 
with pus, are from the anterior urethra. 
The so-called “‘tadpole” shred has a globular 
head with a long cotton-like tail, and arises 
from a follicle of the deep urethra. The 
fleecy film, which suspends near the 
top, originates in the prostatic sinus, and 
may contain prostatic cells, bacteria, sper- 
matozoa and mucus. 

The heavier mucus seen only in the first 
tube, with an absolutely clear second tube, 
indicates trouble in the anterior urethral 
glands. Epithelium appears floating in the 
urine as a dark or light-colored dust, de- 
pending on the amount present. 

Besides the recognition of the individual 
shreds, one rapidly learns to note other 
changes in its character. Whether the 
urine is sparkling or flat, or of high or low 
specific gravity, is determined at a glance. 

Bacteria, when present, will be found in 
both tubes. It produces a dirty sluggish 
color, with an odor that offers confirmatory 
evidence. 
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A patient suffering from chyluria will 
pass a urine that is distinctively indicative 
of his trouble. The milky looking mixture 
is seldom if ever seen in any other urinary 
condition. 

The value of this method of study, as be- 
fore stated, will depend on the experience of 
the observer. If one will persist in its daily 
use, he will become rapidly proficient in 
distinguishing gross pathological products 
as they appear in the. urine, and from such 
analysis derive much benefit. Such watch- 
fulness will keep him in close touch with 
each new change in his patient’s condition, 
and posterior complications may often be 
arrested before a prostate has been diseased 
or a testicle made sterile. It will invariably 
aid in localizing the predominant lesion, 
indicate the appropriate treatment, and 
suggest the favorable moment to begin ir- 
rigations of the deep urethra and blad- 
der. 

It is the common disregard for these 
simple routine methods that accounts for 
badly handled cases that go from one doctor 
to another. It is the desire of the writer, 
therefore, in describing the above technique, 
to inculcate if possible a more systematic 
routine in the examination of a class of 
diseases whose treatment is of vexatious 
moment to all general practitioners. 
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EDITORIAL 








Your Committee recommends, that on May first of 
each year the Journal of the State Society be dis- 
continued to all subscribers and members in ar- 
rears and that such members be reported to the 
Secretary of the American Medical Association 
as “dropped for non-payment of dues.’’—Resort 
of Business Committee unanimously adopted by House of 
Delegates. ; 


LEGISLATIVE MATTERS 


HE Committee further recommends that the 
House of Delegates do not concur in the re- 
port of the Committee on Legislation and Public 
Policy as regards the assessment of physicians 
- for the support of the State Board of Registra- 
tion in Medicine.—Report of Business Com- 
mittee unanimously adopted. Proceedings of 
House of Delegates, Sept. 28, 1911, Journal M. 
S. M. S., Nov. 1910, page 564. 


Dr. Abrams, Houghton, stated that he believed 
the Business Committee, in reporting unfavor- 
ably on the recommendation of the committee 
on Public Health and Legislation, were laboring 
under a misapprehension, and desired to have a 
discussion of the matter. 

Moved by Dr. Varney, Wayne, that this be 
made a special order of business for to-morrow 
morning. Supported and carried.—Proceedings 
of House of Delegates, Journal M.S. M.S., Nov., 
1910, page 566. 


Under the Special Order of Business the Busi- 
ness Committee made the following report by its 
chairman, Dr. Southworth, Monroe. 

To the House of Delegates: 

Your Committee again reaffirms its recom- 
mendation made in its first report—that the rec- 
ommendation of the Committee on Legislation 
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and Public Policy insofar as it pertains to this 
Society’s adopting such measures that will induce 
our Legislature to pass the necessary laws 
whereby the individual physician will be annually 
assessed a certain sum to support the State Board 
of Registration, believing that it would be an 
injustice to the profession of the State to demand 
of them the necessary funds for the support of 
this Board, whose activities are devoted to the 
interests of the people. 

We do endorse and commend the recommenda- 
tion of our President that this body exert its 
influence to induce our Legislature to pass the 
necessary laws appropriating sufficient funds 
from the State Treasury for the maintenance of 
this Board. 

Moved by Dr. Vaughan, Wayne, that the re- 
port of the Business Committee be accepted and 
adopted. Supported and carried.—Proceedings 
of House of Delegates, Sept. 29, 1910, Journal 
M.S. M.S., Nov., 1910, page 567. 


The Committee on Legislation and Public 
Policy by Dr. Walter H. Sawyer, Chairman, pre- 
sented draft of bill to secure State support for 
the Board of Registration in Medicine. 

The matter was discussed at length, and it was 
moved by Councilor Spencer that the Report of 
the Legislative Committee be adopted and the 
bill as presented be approved by the Council. 
Minutes of Meeting of the Council, Jan. 11, 1911, 
Journal M.S. M. S., Feb., 1911, page 87. 


Pursuant to the foregoing instructions a 
bill, No: 235, was introduced at Lansing by 
the Legislative Committee through Repre- 
sentative Reynolds. This bill provides for 
an appropriation for the support of the 
Michigan State Board of Registration in 
Medicine, besides more clearly defining 
the term Practice of Medicine. The bill 
is in committee—not yet having been re- 
ported out and printed. 

We are informed that the Michigan State 
Board of Registration in Medicine also will 
introduce a bill identical with the one ap- 
proved by the State Society through its 
House of Delegates, Council and Legisla- 
tive Committee, except that it provides for 
renewal of license, with fee. 

Read the letter on page 146. 
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FORTY-SIXTH ANNUAL MEETING 


HE Forty-sixth Annual Meeting of the 

Michigan State Medical Society will be 

held in Detroit, Wednesday and Thursday, 
September 27 and 28, 1911. 

The section secretaries report that ap- 
plications for places on the program are 
coming in rapidly. If any one wishes to 
read a paper at this meeting he should send 

- the title of his paper to the secretary of the 
section before which he desires to read it, 
not later than June 15. 

By provision of our By-laws, papers read 
at our meetings are the property of the 
JournaL. Upon publication, authors will 
be given one hundred reprints free. Each 
paper will be limited to fifteen minutes and 
should be ready for publication, and handed 
to the secretary of the section as soon 
as read. The stenographers will be in- 
structed not to take the discussion on 
papers not so handed in. 

It is requested that an abstract of the 
paper, not to exceed one hundred words, be 
furnished the secretary of the respective 
section on or before July 1. 

No paper the title of which has not been 
sent in by June 15 can be read at the 
Annual Meeting in September, unless ac- 
ceptable to the secretary of the section. 

The section secretaries, with their ad- 
dresses, are: Dr. R. Parmeter, Fine Arts 
Building, Detroit, Michigan, Secretary of 
the Section on Obstetrics and Gynecology; 
Dr. John H. Crosby, Otsego, Michigan, 
Secretary of the Section on General Medi- 
cine; Dr. R. C. Stone, 308 Ward Building, 
Battle Creek, Michigan, Secretary of the 
Section on Surgery, Ophthalmology and 
Otology. 





MAINE MEDICAL JOURNAL 

E have received three issues of the 

Maine Medtcal Journal. The editor 
is Dr. F. Y. Gilbert, of Portland. Each 
county is represented upon the editorial 
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staff. We are pleased to welcome this 
journal to the field. This makes twenty- 
three states represented by official journals 
owned and published by the State Medical 
Society, and the thirty-first State Medical 
Society to have an official journal. 

The first three numbers have valuable 
original articles, and equally valuable 
County Society reports. We congratulate 
the editor upon his attractive journal, and 
the Society upon its venture, knowing that 
the result will be more active interest in 
organization matters. 





MEDICAL DEFENSE 


E are frequently asked: Can one con- 

tinue a member of the Michigan 

State Medical Society and not subscribe to 

the defense feature? Must a member have 

the Medico-Legal Committee defend him in 

case of a suit? If a member is carrying 

protective insurance with a commercial 

company and a suit arise, must he have 
both companies codéperate in the defense? 

A member is not compelled to have the 
Society defend him if he should be so un- 
fortunate as to have occasion for medical 
defense. He can, if he choose, defend him- 
self or have any other company do so. 

First and foremost, the defense plan of 
the Michigan State Medical Society is a 
matter of public Education. It is a well- 
known fact that suits for Medical Malprac- 
tice are frequently brought, not because of 
any actual malpractice, but with the hope of 
obtaining some easy money,—some money 
that the plaintiff does not have to work 
hard and earn. These suits are, it is true, 
brought many times by people who have 
not had perfect results, but no doctor can 
promise perfect results in all cases, and the 
law does not expect them from him. 

Knowing these things as they do, com- 
mercial companies have been organized{to 
provide protection to the doctor from{such 
suits. By doing this work on a wholesale 
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plan, so to speak, these companies can do 
it at a very small rate, and have something 
left over for profit. This is made possible 
by the necessity of briefing the law but 
once, then keeping the brief up to date, 
and engaging attorneys by the year. 

Malpractice suits are expensive for the 
individual doctor to defend, because of the 
cost of this brief, and because of the fact 
that the successful lawyer can and does put 
in a healthy charge for his work. Mal- 
practice suits are a detriment to a doctor 
in many ways besides the expense of de- 
fending them,—they are a poor adver- 
tisement, and a great annoyance. 

The Michigan State Medical Society feels 
that it is about time the public knew 
the meaning of Medical Malpractice as it is 
understood by the courts, and believes that 
when such time arrives, there will be less 
malpractice suits. When the class of law- 


yers who usually have charge of Medical 
Malpractice suits learns that all, or nearly 
all, of the doctors of the State, especially 
those who are in any way responsible 
financially, are protected by an adequate 
and competent insurance against such 


suits, they will not be brought. This then 
brings the whole question down to one of 
education. 

We must educate the doctor to know 
what the law and the courts require of him, 
—what the law and the courts understand 
as malpractice. We must also teach the 
public when they are entitled to damages 
for malpractice, or, rather, when they are 
not entitled to damages, for they are quick 
enough, or their lawyers are, to find the 
cases in which they should have redress. 

The most efficient way to carry on this 
educational crusade is to provide all the 
doctors possible with a working defense. 
Nothing will teach the public and the mal- 
practice lawyer this lesson so well, or so 
rapidly, as personal experience. If would- 
be victims are protected, and are victorious 
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in court a few times, there will be a notice- 
able reduction of these suits, and in com- 
ing years malpractice suits ‘‘for revenue 
only’”’ will be almost unheard of. 

‘With this understanding in view—with 


_the desire of educating the public and the 


physician, not to mention our friend the 
lawyer, and with the incidental idea of pro- 
viding defense in the present, when it is 
needed, to those of our members who may 
be so unfortunate, the Michigan State 
Medical Society adopted a plan of Medical 
Defense, which at the Bay City Meeting 
was made a committee work of the Society. 

The dues of the Society are now three 
dollars per year. Two dollars of this goes 
to the JOURNAL, and to pay the running ex- 
penses of the Society, and one dollar is set 
aside for the work of the Medico-Legal 
Committee. This money is to be used to 
defend our members who need or wish de- 
fense, and through this defending of our 
members do we hope to educate ourselves, 
and those of our patrons who may want 
balm for real or fancied neglect, or injury. 

This whole thing is a philanthropic move, 
a public benefaction, and costs each of us 
only one dollar a year. None of us care 
for this dollar so much as for the lasting 
benefit it must surely be to the whole med- 
ical profession, and also to the poor mis- 
guided mortals who are often led reluc- 
tantly into these suits to their own later 
mortification and regret. We should be 
sorry if this feature of our Society work 
were the means of keeping any one out of 
the Society, and preventing his member- 
ship in the American Medical Association. 

We know that at present our defense 
committee does not have a wide reputation 
as being able to give adequate defense to 
any of our members who need it, but they 
have only been working one year, have 
made an enviable record, and with the 
best of legal talent retained by the year, 
as they have, there is every reason to be- 
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lieve that the time is not far distant when 
our members will have full confidence in 
them,—to such an extent as to discontinue 
the protection they are now carrying with 
other companies. In the meantime we 
need the moral and financial support of 
all our members. We do not require them 
to bring cases which might arise to this 
committee to defend, but we promise that 
if they do they will receive the best ser- 
vice the committee is capable of giving. 
We know that in a sense of security, and 
in a knowledge of a good work well done, 
our members will feel more than repaid for 
their extra dollar. 


DUES— DUES—DUES 


The requirements of the Post Office Depart- 
ment are that all subscriptions to Monthly 
Periodicals be paid within four months. The 
By-laws of the Michigan State Medical Society 
provide that malpractice cases arising while a 
member is in arrears after June first will not 
be defended. 

The House of Delegates at Bay City instructed 
the Secretary to cancel names of those in 
arrears from the mailing list of the Journal, 
on May 1, each year, and to report:them to 
the American Medical Association as dropped 
for non-payment of dues. 

These instructions are mandatory upon the 
Secretary-Editor, and if anyone fails to receive 
his Journal after May 1, hewillhavenooneto 
blame but himself. During March the County 
Secretaries will send a statement to each 
member who has not yet paid, asking him to 
pay up promptly. 

We are endeavoring to make the Journal 
worth the subscription price. The Annual 
Meeting this year will probably be the best 
and most largely attended in the history of 
the Society. Every member in good standing 
will be defended against malpractice suits if 
need be. These are some of the advantages 
of membership in our Society. Last year two 
doctors who were in arrears beyond the limit 
had malpractice suits threatened. As our 


defense plan becomes more understood, 
especially by lawyers, the man in arrears 
will be the one selected for the honor of a 
suit— knowing that he is without defense. 
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If you have not already paid for the year 
1911, please do so. Last year there were 488 
in arrears on September 1,—almost 25 per 
cent of our members, eight months in arrears. 

This question of dues is similar to the 
preacher’s sermon—always money—and we 
dislike it as much as he, but dues must be 
paid to keep up the work of the Society. If 
you have not yet paid, will you not send your 
County Secretary a check at once? 





IN MEMORIAM 








Dr. Isaac E. Randall was born at Luzerne, 
Warren County, New York, July 7 1845, 
and died in Bay City, January 20, 1911, 
after an illness of one week, of erysipelas. 
He commenced the study of medicine in 
1862 in the office of an old family friend, 
and later attended the Albany Medical 
College. In 1864 he entered the surgical 
department of the United States army, 
serving as hospital steward and assistant 
surgeon, being stationed at Vicksburg, 
Little Rock and other places along the 
Gulf, being sent as far south as the Mexican 
line towards the close of the war, and being 
present at numerous battles. 

After the war ended he returned to the 
Albany Medical College, where he completed 
his course, and a year later came to what 
was then the village of Wenona, in 1867, 
and has been engaged in the practice of 
medicine there continuously since that time. 
He was for a number of years division sur- 
geon for the Michigan Central Railroad, 
and in that capacity became widely known 
to a large section of the State. In addition 
to being a member of the Bay County Med- 
ical Society he was also a member of the 
American Medical Association, and always 
took an active interest in the work of these 
organizations. 

Dr. Randall was married*to Miss Eliza- 
beth Campbell, daughter of the first Pres- 
byterian minister on the west side of the 
river, and. is survived by his widow and 
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three children, Dr. Floyd E., of Bay City, 
Emmons, of Saginaw, and Mrs. Robert B. 
Eddy, of Bay City. 





Dr. David Lewis Walmsley, Detroit, a 
graduate of Victoria University, Medical 
Department, Toronto, 1866, died January 
22. Dr. Walmsley was a member of the 
Wayne County and Michigan State Medical 
Societies, and of the American Medical 
Association. 





Dr. A. J. Ervey, of Wheeler, Michigan, 
a member of the Gratiot County Medical 
Society and of the Michigan State Medical 
Society, died recently. He was a graduate 
of Rush Medical College class of 1874. 





John Fletcher Byington, A. B., M. D., 
Ophthalmologist and Otolaryngologist at 
the Battle Creek Sanitarium, died January 
27, of septicemia. Dr. Byington was a 
graduate of the University of Michigan, 
1897, and until its merger with the Uni- 
versity of Illinois was Professor of Diseases 
of the Eye, Ear, Nose and Throat of the 
American Medical Missionary College. He 
was forty years of age, and leaves a 
widow and one small son. He was a mem- 
ber of the Calhoun County and Michigan 
State. Medical Societies, the American 
Medical Association, and American Acad- 
emy of Ophthalmology and Otolaryngol- 


ogy. 





Dr. Giles B. Allen, of Charlotte, a gradu- 
ate of the University of Michigan, 1867, 
died of heart disease at his home, February 
5. He was formerly a member of the Eaton 
County and Michigan State Medical So- 
cieties. He served through the Civil War, 
has been Judge of Probate, and School 
Commissioner. 





Dr. Edwin Gilmore Knill, a graduate of 
the University of Toronto, 1882, M. R. C. 
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S., Eng., L. R. C. P., London, 1883, L. R. 
C. P. and L. R. C.S., Edin, 1883, formerly 
a member of the Wayne County and Mich- 
igan State Medical Societies, died February 
10, of paralysis, aged fifty-six. 





REPORT OF THE MEDICO-LEGAL COM- 
MITTEE, MADE TO THE COUNCIL 
JANUARY 11, ror1 


In view of the fact that this work is new for 
Michigan and its details not perfectly understood 
by all the members, it seems wise to publish a 
full account of the cases reported to the Medico- 
Legal Committee during the year, names and 
counties being purposely omitted. By our plan 
of organization under the By-laws, we are author- 
ized to defray the cost of a general attorney, a 
competent local attorney (in trials away from the 
immediate vicinity of Detroit), and such court 
costs as may be charged against the defendant 
doctor. It is expected that the Executive Board 
and the local members of this Committee will aid in 
preparing the case for trial, by reconciling any 
local jealousy from which the case may have 
arisen, and that the interested physician will co- 
operate in all possible ways. To be entitled to 
this defense it is necessary that the individual be 
notin arrears for dues at the time when the 
cause of action arises, and to be certain of this 
for any subsequent year, he should pay before 
June 1st ofeach year. The effect of this mutual 
defense by the State Society is strongly prophy- 
lactic, and it is expected that only about one 
case in ten will go to trial. This means that about . 
nine cases are “‘bluff’’ cases, threatened solely to 
avoid payment of a just bill, or in the hope of 
getting a little money from the doctor in settle- 
ment of unfounded charges of unskillful or neg- 
ligent treatment, while perhaps one case has ap- 
parent merit enough to justify carrying it to trial. 

When our plan was under consideration it was 
feared by a few that we were about to interfere 
with the sacred rights of the public by defending in- 
competentmen. Our answer to this objection was 
that medicine was too far from an exact science 
to allow medical men to fairly prejudge the right 
or wrong of legal matters, hence the judge and jury 
alone were competent to try a man charged with 
civil malpractice. The Committee and our gen- 
eral attorneys are of the opinion that litigation is 
to be avoided whenever possible, and would urge 
members not to stir up trouble. When trouble 
comes, meet it boldly, but do not go out of your 
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way to find it. If you have a disputed bill, wait 
two years before you sue the account, and you 
will then avoid the possibility of a counter suit 
for malpractice. It is to be expected, occasion- 
ally, that the course of procedure determined 
upon by the Executive Board and their attorneys 
may not meet the approval of the interested 
doctor. There always remains to him, however, 
the privilege of having his own way at his own 
expense. ‘‘Defense’’ does not necessarily mean 
defense in court; it means the protection of the 
interests of the physician, and sometimes we can 
best aid him by keeping him out of court, even 
though he, at that time, thinks he wants to go. 
We have had one case (Case 10), where the de- 
fendant doctor settled a suit brought against him 
by withdrawing his own suit for fees. He con- 
sented to follow the advice of our attorney, ap- 
parently without approving it. There were no 
legal questions involved of importance to the rest 
of the profession, and he faced a very probable 
adverse verdict on the facts, hence this case 
should have been settled, first, on his account; 
second, in the interests of the Medico-Legal Fund, 
which we handle impartially on behalf of two 
thousand men. 

The following cases were submitted to us during 
1910: 

1. Threatened in December, 1909, cause of 
action four years and two months before, oph- 
thalmia neonatorum; defended by the Defense 
League of Wayne County, and expected to go to 
trial. (A minor retains his legal rights to sue 
until he becomes of age.) 

2. Threatened case from which nothing fur- 
- ther has been heard. Threatened prior to 1910, 
hence this fund not liable. 

3. Suit started prior to 1910, suit for damages 
for assault; alleged that a physician embraced a 
female patient with sufficient warmth to cause an 
axillary abscess. This blackmail charge against 
the reputation of a well-known physician is out- 
side the understood limits of our field, yet should, 
doubtless, have been defended, lest attorneys be 
encouraged to bring actions along these lines 
rather than as civil malpractice. The case has 
been tried with a verdict of no cause for action. 
Suit being started prior to 1910, this Committee 
could not handle the case. 

4. Demand, through an attorney, for return of 
fee paid, on allegation of failure to completely 
cure. Nothing more heard from the case since 
reply by our attorney. 

5. Suit begun, alleged non-union fracture case. 
Handled by the Committee and an Insurance 
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Company. Not expected to go to trial: if tried, 
we will co-operate with the Insurance Company. 

6. Suit arising from an attempt to remedy a 
facial deformity. Handled so successfully by 
our attorney that plaintiff consented to a final 
judgment of ‘‘No cause of action.” 

7. Threat, resulting from fracture case; fund 
not liable, because dues were in arrears at time 
cause of action arose. No subsequent report. 

8. Suit threatened because of alleged improper 
treatment at confinement; fund not liable, on 
account of arrears fordues. (Cases like the two 
above will be handled by the Committee up to the 
point of trial, on written agreement covering ex- 
penses if the case goes into court.) 

9. An emergency amputation of a boy’s arm; 
compound fracture, great destruction of tissues, 
rupture of brachial artery. In the judgment of 
the doctor, life could be saved in no other way. 
Threatening letter from an attorney; no later 
report. 

10. Counter suit brought as result of suit for 
fees, alleging needless attendance and induction 
of morphine habit. A case difficult of defense 
before a jury, from lack of evidence showing at- 
tempt to cure habit rather than cater to it. 
Plaintiff had testimony from another physician, 
who cured her of her habit by sanitarium treat- 
ment, to prove that for three years prior to at- 
tendance by defendant her condition required 
but about one visit per month. Plaintiff was 
also prepared to charge improper conduct on part 
of defendant, in various unprofessional ways. 
When found that this case could be settled by 
mutual withdrawal of;suit, our attorney arranged 
settlement on this basis. Defendant dissatisfied, 
blaming the other physician for inciting the suit, 
and blames the Committee for the settlement, to 
which he agreed at the time. We feel that the 
interests of many other men preclude our taking 
up a medical quarrel and starting long, expensive 
litigation of uncertain or doubtful outcome when 
a compromise so favorable to the defendant 
could be arrived at without trial. The opposite 
course would have started a contest probably 
ending only in the Supreme Court. The defend- 
ant has lost a chance of vindicating himself, plus 
the money for which he sued; he is saved months 
or years of anxiety and a reasonable probability 
of great and permanent damage to his profes- 
sional reputation from the notoriety. We our- 
selves took an M. A. degree in this vindication 
stuff about fifteen years ago, and have learned to 
our complete satisfaction that the only time for 
a medical man to fight is when he cannot help it. 
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“Defense’”’ means “‘protection,’’ and we can some- 
times best defend a man by protecting him from 
bad advice and his own pugnacious inclinations. 
The Executive Board and General Attorney are 
unanimous on this point, and this policy will be 
followed so long as the responsibility of decision 
rests on our shoulders. 

11. Suit, expected to go to trial at the April 
term of court. Alleged faulty diagnosis of in- 
jury about hip joint; a case with conflicting tes- 
timony, with the burden of proof on the plaintiff. 
A typical illustration of what this fund is for. 
When a physician is attacked, he must defend 
himself so far as the law and the facts offer de- 
fense. 

Your Committee is gratified at the success of 
this first year. Of eleven cases handled, but one 
is expected to reach trial at the expense of the 
Fund, and we begin our second year with a sur- 
plus of about $1900. We believe that financially 
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the plan is strong enough to defend any member 
who needs it, and hope to submit an equally 
good report at the end of 1911. 

F. B. Tissats, Chairman. 


THE WASSERMANN TEST 

Physicians wishing to witness the Wassermann 
test for syphilis may do so any Friday afternoon 
at the Detroit Clinical Laboratory. These tests 
are made only once a week, and Friday morning 
is devoted to standardizing regents and getting 
ready for the actual tests in the afternoon. 

With the Detroit Clinical Laboratory now in 
our building, our members have an opportunity 
to familiarize themselves with the modus operandi 
of laboratory examinations much easier than by 
reading, and even if they do not intend to do such 
work themselves, a knowledge of the methods 
will aid them greatly in making better use of the 
laboratory.—Wayne Medical Weekly. 





COUNTY SOCIETY NEWS 


BAY 

The regular meeting of the Bay County Med- 
ical Society was held Monday evening, January 
9, at Dr. C. H. Baker’s office, Crapo Block. 

An amendment to the Constitution and By- 
laws was passed combining the offices of Secretary 
and Treasurer. 

The paper of the evening was read by Dr. J. M. 
Jones, of Bay City, on the subject, ‘“‘The Differ- 
ential Diagnosis of Ulcer and Cancer of the Stom- 
ach, Appendicitis and Gali-stones.”’ 


The second meeting of the month was held on 
January 30. The President appointed Drs. J. 
W. Hauxhurst, D. F. Stone and John McLurg a 
committee who reported resolutions in respect 
to our late member, Dr. I. E. Randall, of Bay 
City. 

Dr. W. R. Ballard, of Bay City, read a paper 
on ‘‘Intestinal Obstruction,’’ which was well dis- 
cussed. 

RESOLUTIONS IN MEMORIAM 
Dr. I. E. RANDALL 

Whereas, It has been the will of Almighty God 
to take by death Doctor I. E. Randall, 

Be it Resolved, By the Bay County Medical 
Society that we have been deprived of a vener- 
able and highly respected member, whose cease- 


less devotion to the arduous duties of his pro- 
fession amounted to a willing sacrifice of his own 
personal health and welfare. Dr. Randall was 
one who had implicit faith in the principles he 
practiced, and he always sought to have them 
faithfully administered to his patients, never 
faltering in his own best efforts to have his aims 
accomplished. 

His moral status was of the highest order, and 
his exemplary habits could well serve as astand- 
ard for emulation by all men. More words than 
would be appropriate for these resolutions would 
be needed to tell of his various virtues, but in this 
brief memorial we desire to express our sincere 
regret in the loss from our membership of Dr. I. 
E. Randall. 

Resolved, That these resolutions be entered with 
the proceedings of this Society, that a copy be 
furnished by the Secretary to the wife and family 
of the deceased, and one also for publication in 
the daily papers. 

(Signed), 
J. W. Hauxuurst, 
D. F. STONE, 
Joun McLure. 


On Tuesday evening, January 10, the Program 
Committee of the Society arranged an informal 
dinner in honor of Dr. Winfield S. Hall, of North- 









western University Medical School, on the occa- 
sion of his lecture tour in Bay City under the 
auspices of the Y. M. C. A., and all the physicians 
of the city were invited. About twenty-five or 
thirty were present and listened to an interesting 
response by Dr. Hall on the subject, ‘Educational 
Aspects of the Society Evil.” 
H.N. BRADLEY, Secretary. 





EATON 

Eaton County Medical Society met at Char- 
lotte January 26th, and discussed an interesting 
program of clinical histories. This part of the 
program will hereafter be under the efficient 
supervision of Dr. F. J. Knight. Dr. Adams will 
give us an exhaustive discussion on diabetes at 
the next meeting. This meeting will no doubt 
be well attended, as it is generally known that 
the Doctor does nothing by halves. 

A. H. Burveson, Secretary. 





GRAND TRAVERSE 

The regular meeting of the Grand Traverse- 
Leelanaw County Medical Society was held 
February 7,in Dr. Minor’s office. Thirteen mem- 
bers were present. Minutes of last meeting were 
read and approved. Dr. J. F. Slepicks, of Suttons 
Bay, was admitted to membership in the Society. 

It was decided to hold a public meeting in 
April for the purpose of stimulating interest in a 
hospital. A Committee was appointed to arrange 
for this meeting consisting of three members, Drs. 
Holdsworth, Wilhelm and Wells. 

Dr. F. P. Lawton read a very interesting paper 
entitled, ““Management and Medication of Bron- 
cho-pneumonia in Infants.’’ This paper was 
followed by a general discussion. 

The Society adjourned to meet next month in 
Dr. Holdsworth’s office. 

R. E. We tts, Secretary. 


MARQUETTE-ALGER 

The ninth annual meeting of the Marquette- 
Alger County Society was held at the Breitung 
House, Negaunee, on Tuesday night, December 
13, 1910. . 

Dr. Richard Burke read a paper upon the use 
of bismuth paste in sinus troubles, and presented 
some interesting cases showing the efficacy of 
this method of treatment when persisted in, and 
in following of a proper technique in its use. 

The discussion of this paper by many of the 
members present would indicate that it is a 
method of treatment of considerable value in 
selected cases. 
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President C. F. Moll in his address touched 
upon the subject of tetanus in the upper penin- 
sula, and reported some cases occurring in his 
practice. 

It was the opinion that this trouble was rap- 
idly increasing in this district, and that every 
precaution for its prevention should be instituted 
at once in any person predisposed by an injury. 

The following officers were elected for the en- 
suing year: President, V. H. Vandeventer, Ish- 
peming; Vice-President, H. M. Cunningham, 
Marquette; Secretary and Treasurer, H. J. Horn- 
bogen, Marquette. 

After the meeting, the Society was entertained 
at a banquet by President Moll, of Kenton. 

Dr. George Barnett, ‘“‘poet laureate’ of the 
organization, after several months of preparation 
was enabled to read a limerick upon each member 
of the Society. 

H. J. HornBoGeEn, Secretary. 
MECOSTA 

At a meeting of the Mecosta County Medical 
Society held December 4, the following officers 
were elected: 

President, Dr. A. A. Spoor, Big Rapids; Vice- 
President, Dr. B. L. Franklin, Millbrook; Secretary 
and Treasurer, Dr. D. MacIntyre, Big Rapids; 
Delegate to State Society, Dr. G. H. Lynch; Alter- 
nate, Dr. L. S. Griswold. ; 

Dr. W. T. Dodge read a paper on ‘Vaccine 
Treatment of Disease,’’ which was followed by a 
general discussion of the members present, and 
brought out the fact that greater progress was 
being made by Mecosta County in the study and 
investigation of vaccine treatment than any 
other county in the State. 

Before adjournment Dr. W. T. Dodge invited 
the Society to be his guests at a six o’clock dinner 
January 24. A motion to accept was carried 
unanimously. Meeting adjourned. 





The Society was entertained with a six-course 
six o’clock dinner, January 24, at the home of 
Dr. and Mrs. W. T. Dodge, who proved to be 
royal entertainers. 

Following members were present: Drs. Dodge, 
Spoor, Griswold, Karshuer, Whitney, Burkhart, 
Franklin, Weaver, Snyder, Campbell, Farley, and 
MacIntyre. 

After doing justice to the banquet, the busi- 
ness and scientific program was carried out in the 
spacious parlors. 

Dr. L. S. Griswold presented a paper on, 
“Modern Progress of Surgery,—a Review.” 
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Discussion followed by Drs. Dodge, Burkhart and 
Snyder. 

Next in order was discussion of methods for 
the year’s meetings. It was decided that the 
members living in the city should entertain 
during the winter months and those outside in 
the summer, which plan we believe will create a 
greater interest in our Society than we have had 
in the past. 

Dr. Griswold extended an invitation to the 
Society to be his guests at the February meeting, 
which was gladly accepted. 

No further business to come before the meet- 
ing, a motion to adjourn was carried, after which 
followed a social session. 

D. MacIntyre, Secretary. 


MUSKEGON-OCEANA 

Regular meeting of the Muskegon-Oceana 
County Medical Society was held at the resi- 
dence of Dr. F. B. Marshall, at Muskegon, Friday 
afternoon, December 30, 1910. 

Meeting called to order by President Dr. Geo. 
S. Williams, at 5.30 P.M. 

Members present: Drs. Williams, Marshall, 
Olson, Gamber, Cramer, Hartman, Hotvedt, 
Chapman, Sullivan and Donelson. As guests: 
Drs. Ayling and Bussard. 

Minutes of last meeting read and approved as 
read. 

Dr. Sullivan read a paper on “‘Asthenic Gout.”’ 

The President called upon Dr. Gamber to open 
the discussion. He was followed by Drs. Hot- 
vedt, Olson, Gamber, Marshall, Williams and 
Sullivan. 

Dr. Cramer was appointed temporary Secre- 
tary. 

Dr. Marshall showed two clinical cases of bone 
disease in which Beck’s Paste had been used. 

Dr. Marshall then read a paper on ‘The 
Diagnostic Value and Therapeutic Uses of Beck’s 
Bismuth Paste.” 

Discussion opened by Dr. Ayling, who de- 
scribed the preparation of the paste as used at 
Hackley Hospital, followed by Drs. Donelson, 
Hartman, Sullivan, Hotvedt and Williams. 

Dr. Olson moved that this Society bring to 
the notice of the City Council our views on the 
inspection of milk, meat, and other food supplies, 
and advocate that suitable provision should be 
made for this inspection and also the establish- 
ment of a municipal laboratory. Seconded by 
Dr. Donelson. 

Dr. Marshall amended that the President ap- 
point a committee consisting of the President, 
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health officer, and two other members, to pre- 
sent this matter to the Charter Commission. 
Seconded and carried. 

The following committee was appointed: Dr. 
Geo. S. Williams, President; Dr. J. T. Cramer, 
health officer; Drs. Hotvedt and Marshall. 

Dr. Hotvedt moved that the Society hold a 
public meeting, not sooner than three months 
from now, relating to Public Health Questions, 
with at least three papers to present and a gen- 
eral invitation to the public. Seconded and 
carried. Meeting adjourned. 





Regular meeting of the Muskegon-Oceana 
County Medical Society was held at the Occi- 
dental Hotel, Friday evening; January 20,. 
1911, after dinner at 6.30, the guests of Dr. 
Powers. 

Meeting called to order by President Dr. G. S. 
Williams, at 8.25 Pp. mM. 

Members present: Drs. Williams, Denslow, 
Buskirk, Campbell, Quick, Donelson, A. A. Smith; 
Hotvedt, Olson, Gamber, Eames, Cramer, Hart- 
man, Marshall, VanderLaan, Powers, Sullivan 
and Chapman. Dr. Ayling as visitor. oe 

Minutes of last meeting read and approved a 
read. 

Dr. Hotvedt brought up the matter of public 
meeting. 

Dr. Donelson moved, Dr. Hotvedt seconded, 
that the President appoint a committee of three 
to have full power to make all arrangements for 
this meeting. Carried. . 

The President appointed Drs. Campbell, Donel- 
son and Hotvedt as this committee. 

Dr. Reuben Peterson read a paper upon, the 
‘*Radical Abdominal Operation for the Cure of 
Cancer of the Uterus,” which was illustrated by 
lantern slides thrown upon a screen. 

The President called upon Dr. VanderLaan to 
open the discussion. He was followed by Drs. 
Hotvedt, Marshall, Donelson, Olson, Williams 
and Peterson. 

The Board of Directors reported favorably 
upon the application of Dr. Joseph M. Stone. 

The Secretary was instructed to cast the vote 
of the Society for acceptance of Dr. Stone’s ap- 
plication to membership. 

The matter of the action being taken by Boards 
of Supervisors throughout the State to influence 
the Legislature to repeal the act providing that 
the owners of claims against the County, rejected 
by the Board of Supervisors, may sue for same 
in the Circuit Court was brought up and discussed. 
It was moved, seconded and carried, that: 
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Whereas, the physicians of the State of Michigan 
have been long suffering at the hands of Boards of 
Supervisors, regarding the payment for profes- 
sional services rendered to county charges, it is 
the sense of this Society that the medical pro- 
fession of the State should take active steps to 
combat the action of the Boards of Supervisors 
in this matter of influencing legislation. 

The Secretary was instructed to write to the 
members of the Legislature from this district, 
urging that the act providing for appeal to the 
Circuit Court and instituting suit against Boards 
of Supervisors should not be repealed. 

A universal vote of thanks was extended to 
Dr. Reuben Peterson for his interesting paper of 
the evening. Meeting adjourned. 

V. A. CHAPMAN, Secretary. 


O. M. C. O. R. O. 

On January 18, 1911, at Grayling, the follow- 
ing officers were elected for the year by the O. 
M. C. O. R. O. Medical Society: 

President, W. G. Young, Gaylord; Vice- 
President, Ruey Ford, Gaylord; Secretary-Treas- 
urer, H. W. Knapp, Johannesburg; Delegate, F. S. 
Love, West Branch; Alternate, R, J. Beeby, West 
Branch. 

ArcuiE MacKinnon, Secretary. 


SHIAW ASSEE 

The February meeting of the Shiawassee 
County Medical Society was held at the Hotel 
Hauck, Owosso, on Tuesday evening, Febru- 
ary 7. 

Dr. A. P. Biddle, of Detroit, was our guest at 
this meeting. A large number of our members 
were present to listen to an exceedingly interest- 
ing talk on 606. After the talk the subject was 
open for discussion, and our good friend, the 
doctor, was kept busy answering numerous ques- 
tions. The only thing that kept this meeting 
from reaching into the wee hours of the morning 
was the fact that a well-prepared menu awaited. 

Dr. Biddle has many friends in the Shiawassee 
County Society who were glad of the opportunity 
to renew old friendship. 


Dr. F. A. Watts, of Owosso, has been appointed 
by the supervisors of Shiawassee County to care 
for indigent cases. 

H. A. Hume, Secretary. 


WAYNE 
At the General Meeting of the Wayne County 
Medical Society, held January 16, Dr. C. G. 
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Jennings spoke on ‘‘Therapeutics of Heart Failure 
in Acute Infectious Disease.”’ 

He dwelt upon the importance of a knowledge 
of the therapeutics of this condition. 

Three great factors are at fault in producing 
failure of the heart: Degeneration of the myocar- 
dium, vaso-motor, paresis and vagus neuritis. 

Vagus neuritis is found as an associated con- 
dition in cardiac failure, especially in diphtheria. 

Referring to the etiology of these conditions 
and their relation to cardiac failure, the essayist 
said that all infections are attended by a certain 
amount of albuminous inflammation of the myo- 
cardium. Only in exceptional cases does this 
cause symptoms of serious importance. Toxe- 
mias as well as degeneration cause vaso-motor 
paresis. 

Pathologically: The myocarditis may be a 
diffuse condition or it may be patchy. Another 
form of myocardial inflammation results from 
septic thrombi, especially in the severe type. In 
the mild cases which are not purulent there is 
destruction of minute areas, with a small amount 
of myocardial involvement. Reference was made 
to the fact that many chronic myocardial cases 
could be traced back to the time when acute 
myocarditis followed influenza which was prev- 
alent here some years ago. 

In a certain number of cases heart failure 
comes in the first few days. It is then attribu- 
table to vaso-motor origin, while ifit appears late 
it is of myocardial origin. As an example of the 
former, scarlatina was mentioned; of the latter, 
typhoid fever, while pneumonia might be con- 
sidered between the two conditions, the vaso- 
motor being perhaps more frequent. 

In influenza, rheumatism and diphtheria the 
myocardial condition is more frequent. 

Of first importance in treatment is prevention. 
The scientific treatment of the toxemia is of much 
moment. An endeavor should be made to ascer- 
tain if we are dealing with cardiac asthenia or 
vaso-motor paresis. The latter, which is usually 
present in scarlatina, calls for hydrotherapy and 
a hurried elimination. This is a very important 
factor. 

In influenza and rheumatism the same general 
principles apply. Influenza should be treated as 
a severe infection and not as a cold. 

In diphtheria circulatory failure should seldom 
occur. Antitoxin, of course, should be admin- 
istered with vigor. 

Medicinally: Taking pneumonia as one of the 
best examples to illustrate; a lowered blood 
pressure is one of the first manifestations to put 
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us on guard. When this occurs caffeine, except 
in those cases where it disturbs sleep, is the best 
drug to use in three or four grain doses every 
three to four hours, hypodermically. Ifcaffeine 
fails, camphor may be of service. Adrenalin, 
whose chief action is upon the termination of the 
vaso constrictor nerves of the splanchnic area, 
can be used in doses of minims 10—15 of 1-1000 
solution. It should be administered intramus- 
cularly. Hot colon irrigations give same effect 
as adrenalin. 

All cases of cardiac-asthenia call for digitalis, 
remembering that a diseased myocardium is more 
susceptible to its action and therefore must be 
given cautiously. Digitone, digatin, soluble digi- 
talin all by hypo are best. Digitalis may also be 
given per rectum, recent experiments showing 
that its effect when thus given is quicker than 
when given by mouth. 

Strophanthin intra-muscularly or intraven- 
ously in 1-120 to 1-60 grain doses and not to be 
repeated under 12 hours is often of service. 

While the trend of professional opinion is away 
from alcohol, clinical experience would tend to 
impress the speaker that it does good in small 
doses. ; 

Nitroglycerin should never be given in the vaso- 
motor form. 

Strychnine is a valuable nerve tonic. Doubt- 
ful if oxygen does any good in circulatory failure. 
It may be beneficial where dyspnea and cyanosis 
are due to other causes. 

Venesection in these cases has given very little 
relief. 

The paper was discussed by Drs. Freund, Hass, 
Delos Parker, Siegel, Morley, W. J. Wilson, Jr., 
Cooley, Judd. 

A committee consisting of Drs. Robbins, Siegel, 
and Fay was appointed to investigate ‘‘Contract 
Practise.” 

The new members voted into the Society were 
as follows: B. R. Sumner, A. L. French, J. E. 
King, J. D. Hayes, Joshua Hauser, J. W. Willson, 
Carl Dubfernell and F. C. Kidner. 

As associate members: E. T. Abrams, Dollar 
Bay, Mich., and C. E. Keyport, Grayling, Michi. 

The delegates chosen to represent the Society 
at the next Michigan State Society meeting to be 
held at Detroit, during September, 1911, were as 
follows: 

Delegates: F. B. Walker, G. L. Kiefer, F. W. 
Robbins, G. E. McKean, C. G. Jennings, B. R. 
Schenck, G. L. Connor, T. A. McGraw. Alter- 
mates: R. C. Andries, W. J. Wilson, Jr., H. A. 
Freund, James Cleland, W. D. Ford, F. J. W. 
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Maguire, R. C. Jamieson, F. G. Buesser, C. H. 
Judd. 

The following donations were made to the 
“Library”: Neurological Society, subscriptions 
for four Journals; Ophthalmological Club, sub- 
scriptions for five Journals; H.O. Walker, 130 
volumes: Michigan State Medical Society, 80 
volumes; W. L. Babcock, 6 volumes. 

The following donations were made to the 
““House’’: 

A picture of ‘The Anatomist,’’ from Alice M. 
DeForrest; a picture of ‘“‘Pasteur,’”’ from Parke, 
Davis & Co.; one picture from Dr. Martin; a 
picture of Dr. Ford, from Dr. Mercer; a picture 
of ‘‘Bilroth’s Clinic,’’ from Dr. Wm. Brodie; two 
pictures from Dr. Stapleton; a picture of ‘“‘The 
Doctor,’’ from Dr. Aaron; three book cases, one 
each from Drs. Bell, Chittick and Tappey; a 
davenport, two chairs, one table and a hall-seat 
from Drs. Varney and Hirschman; a desk chair 
from Dr. Maire; a settee from Dr. Freund; five 
tables from the Detroit Clinical Laboratory, and 
a typewriter table from Dr. Thaddeus Walker. 


At the Medical Section meeting held on Mon- 
day, January 23, Dr. J. E. Davis read a paper 
on Food Therapy. He said: The food principles, 
protein, fat, carbohydrate, water and salts are all 
used in the body processes, but only protein is 
considered as strictly an essential of the body 
structure. The quantity and quality se- 
lection of these principles is not according to 
either the bodies’ chemical composition or pro- 
portion of its proximate principles, but according 
to its constitution and varied functions. Or- 
dinarily this selection will average 1-1000 ofthe 
body weight in protein, 1-2000 of fat, 1-200 of 
carbohydrate, 1-75 of water (combined in food or 
approximately 1000 cc), 1-75 of water uncom- 
bined (approximately 1000cc), and 1-10,000 
of inorganic salts (mostly NaCl. amounting to 
approximately 20 g.). 

Foods are used both to prevent and cure disease. 

The body in a perfect state of nutrition is at 
the highest attainable degree of immunity to 
disease. 

The ill fed of the race are doubtless more sub- 
ject to disease than the overfed, and even if the 
survivals of the ill fed outlive the survivals of the 
overfed, the overfed suffer less and enjoy more. 

When properly stimulated, apparently, all 
fixed tissue cells are phagocytic under some con- 
ditions. 

Enzymic action in the processes of digestibility 
and indigestibility determines what amino acids 
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(the fragmentary cleavage products of the protein 

mass) are needed for the construction, repair 
and defence of the body’s - fixed tissues. The 
fat, carbohydrate, water and salts are sub- 
sidiary, contributing in various ways to the 
body’s protein, function and structure. 

The question of the distribution of the nu- 
merous amino acids from the food protein in the 
body protein is a most interesting process. If 
it is by way of natural selection, then the invad- 
ing parasitic proteins determine the body’s 
specific defenses and particular attention must 
be given to the food supply. To our aid in this 
problem of food for body defenses can be called 
the principles of anaphylaxis. Sensitization by 
too large a quantity of an unaccustomed protein 
will be followed when a second meal of the same 
is given before immunity can be developed by 
nausea, vomiting, diarrhoea and so called auto- 
intoxication. 

If, however, a small amount of the unaccus- 
tomed protein is allowed and a further allowance 
is carefully restricted and extended sufficiently 
in administration periods, an excellent immunity 
is developed. 

Sensitization doubtless explains most of the 
disasters of infant feeding and the weaning period. 

The fats and carbohydrates as well as the pro- 
teins can be used in the sense of specific medica- 
ments. 

As lecithins and fatty acids will in a measure 
replace a hemolytic compliment, fat is valuable 
as a means for body defenses. Fat is often 
specified in relieving the intestine of indigestion 
induced by the carbohydrates. Again in the 
abnormally thin and in the neurasthenic dyscra- 
sias no therapy is as effectual as the food of high 
fat content in a luxury consumption dietary. 

The carbohydrates are definitely specific in the 
acidosis, also in the dangerous katabolism of 
fevers by preventing precipitate energy losses 
and sparing protein. 

In specific food therapy of a disease like dia- 
betis mellitis, the best procedure is first a test diet 
to determine the patient’s diet habits and car- 
bohydrate toleration; then arrangement of the 
carbohydrate and protein (from which perhaps 
forty-five per cent. of sugar can be formed) 
should be made to meet the ketonuria. 

Conclusions: 

1. Feeding in health and disease is a clinical 
problem which is solved after consideration of 
several factors; some of the most important are 
here named. 


2. The energy value of the food must be cal- 
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culated to balance the output of body—be made 
to meet the ketonuria. 

3. The permanent body structures are grown 
and repaired from proteins. 

4. Fats and carbohydrates are not essential 
parts of the body, though they are essential to 
the life processes. 

5. Specific selection of the amino acids or 
protein fragments is made by the processes 
grouped under the familiar terms of digestibility 
and indigestibility. 

6. The principle of anaphylaxis is involved in 
food selection when immunity is to be developed. 

7. Specific food therapy must follow strictly 
physiological indications if definite results are 
obtained. 

The paper was discussed by Drs. Inglis, Ives, 
Jennings, Carstens, Stevenson, Hirschman, Staf- 
ford, Robt. Owen, and Blodgett. 





At the general meeting held Monday, January 
30, Dr. Reuben Peterson, of Ann Arbor, gavea 
very interesting lecture on ‘“‘The Operative 
Treatment of Carcinoma of the Uterus with 
Especial Reference to the Radical Abdominal 
Operation.’”” His paper was illustrated with 
lantern slides. 

Before beginning his lecture he congratulated 
the Society onitsnewhome. He said it certainly 
shows an advancement in the medical profession 
of Detroit.. As a member of the library board of 
the University of Michigan, he also expressed his 
willingness to co-operate with the library com- 
mittee of our Society. 

He said: The radical abdominal operation is a 
distinctly logical procedure. It is based on the 
fundamental principle that starting as a local 
process cancer soon advances along routes deter- 
mined by the particular location of the disease, 
and that in order to ensure a non-return of the 
process, not only the growth itself but its exten- 
sions must be removed radically. Failure to 


-act up to these principles has been the cause of 


non-success. Vaginal hysterectomy and abdom- 
inal hysterectomy as advocated by Freund for 
uterine cancer have proved failures, for the reason 
that they failed to remove all the cancerous tis- 
sue at one or both sides of the uterus. It is the 
high post-operative mortality, together with the 
fact that from lack of education along cancer 
lines patients seek relief late in the disease, that 
has prevented the operation from becoming 
popular in this country. Statistics do not show 
that cancer of the uterus is less frequent in 
America than abroad, yet there is a great dispro- 
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portion of radical abdominal operations abroad, 
as compared with the United States. Certainly 
surgeons of America are as skilled as those 
abroad, and therefore this is not a cause for the 
disproportion. 

The question of permanent results is after all 
the most interesting. Former operative pro- 
cedures, like vaginal hysterectomy, gave a more 
favorable primary mortality, an advantage avail- 
ing little when only the exceptional patient lives 
more than two years after the operation. 

The superiority of the radical operation lies in 
the fact that while the primary mortality must 
from the very nature of the operation be high, 
more patients are alive and well a certain definite 
number of years after this than after any other 
operation. 

In his own series of cases the percentage of 
cures after five years, after the elapse of which 
time the disease can for all practical purpose be 
considered permanently cured, is 57.1 per cent. 
This includes both cancers of the cervix and of 
the fundus. In considering cases of cancer of 
the cervix alone the percentage of cures is forty 
per cent. 

A certain number of recurrences, later expe- 
rience has taught were undoubtedly due to errors 
in technique, as, failure to remove enough of the 
vaginal wall, and the prolongation of the opera- 
tion to such an extent as to render impossible 
the removal of lymph glands. 

With regard to the pelvic lymph glands it is 
logically and theoretically correct that they 
should be removed in every instance. 

Yet if the removal of these glands cannot be 
done without too great danger to the life of the 
patient, it had better be omitted. In the face of 
Wertheim’s statistics with his sixty per cent. of 
permanent cures, where glands are removed only 
when such removal is not fraught with too 
many dangers, it seems that it is clearly the sur- 
geon’s duty to look upon this question conser- 
vatively. 

The surgeon’s task is to save as many lives as 
possible. If, therefore, the pelvic lymph glands 
can be removed with a fair degree of safety to the 
patient, by all means let it be done; if not, it had 
better be omitted. For what has been gained if 
the pelvis is cleanly dissected and the patient 
dies at the completion of the operation? 

The selection of patients for the radical abdom- 
inal operation is not always an easy matter. In 
most cases an exploratory laparotomy will be 
found necessary to decide this question. It is 
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almost impossible to determine the extension of 
the cancerous process through bimanual examina- 
tion except in markedly advanced cases. Certain 
patients, even though the extent of the disease 
seems to warrant the radical procedure, should 
not be subjected to the operation. Fleshy pa- 
tients, with weak hearts and degenerative changes 
elsewhere in the body, patients with continuous 
high blood pressure, and very anemic or septic 
patients are always poor subjects for the radical 
abdominal operation. 

In concluding, Dr. Peterson said: 

We need a better educated public along cancer 
lines, and this is not an impossible task. We 
must lay aside our hesitancy, our fear of being 
unethical, and tell women the symptoms of this 
disease in such a way that they will seek relief 
early when operative treatment holds out the 
most hope of cure. 

The following donations were received, and a 
vote of thanks was given the donors: finger- 
bowls from Flemming Carrow; four pictures 
from J. F. Hartz Co.; two pictures from H. W. 
Yates; a chair from I. S. Townsend; scrap-book 
of the Wayne County Medical Society, from W. 
J. Stapleton. 


MEETINGS HELD AT THE HOME 

On January 12 the Society for Sexual Hygiene 
met. At this meeting Mr. Raymond E. Van 
Syckle was elected Secretary. Plans were also 
discussed for carrying on educational work along 
these lines among the parents of school-children 
at meetings to be held at the different schools. 

On January 17 the Blackwell Society met. Drs. 
Pagelson and Tregea read papers on “The Co- 
operation of Medicine and Dentistry.” 

On January 18 the annual meeting of the Stock- 
holders of the Detroit Clinical Laboratory took 
place. 

On January 18 the Detroit Oto-Laryngological 
Society met. Dr. R. Bishop Canfield, of Ann 
Arbor, read a paper on ‘“‘Sigmoid Sinus Throm- 
bosis.”’ 

On Thursday, January 19, the Detroit Medical 
Club met. Dr. J. E. Davis read a paper on Food 
Therapy. 

The Polyclinic Society of Harper Hospital held 
its monthly meeting Saturday, January 28. Dr. 
R. C. Jamieson read a paper on the treatment of 
syphilis with salvarson. 

He also reported six cases treated with this 
agent. 

R. C. AnpriEs, Correspondent. 
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The Seventh Annual Conference of the Ameri- 
can Medical Association on Medical Education 
and Medical Legislation called by the Council on 
Medical Legislation and the Council on Health 
and Public Instruction will occur at the Congress 
Hotel, Chicago, March 1, 2, and 3, 1911. 





Governor Osborn has appointed Drs. T. M. 
Koon, of Grand Rapids, and J. H. Kellogg, of 
Battle Creek, to the State Board of Health. 





The next meeting of the Mississippi Valley 
Medical Association has been announced for 
Tuesday, Wednesday and. Thursday, October 
17, 18 and 19, 1911. 

The orators for this meeting will be Dr. Joseph 
D. Bryant, of New York, in Surgery, and Dr. J. 
C. Wilson, of Philadelphia, in Medicine. 

An important change in the program next year 
will be the adoption of the plan of making it for 
the most part an invitation program. 

.The number of papers will be limited, and the 
topics to be discussed will be carefully. chosen. 
The men selected to read the papers on the chosen 
subjects will be men who are known to be espec- 
ially fit for discussing these subjects. 

Dr. A. D. Holmes will be chairman of’ the 
Medical Section and Dr. Barnet will be chairman 
of the Surgical Section. 

The governors of the New York Skin and 
Cancer Hospital announce the following ‘course 
of lectures in the Out-Patient Department, to be 
given free to the medical profession on presenta- 
tion of their professional cards: 






March 1, Dr. Bulkley, Eczema; March 8, Dr. 
Bulkley, Eczema; March 15, Dr. Bulkley, Acne; 
March 22, Dr. Bulkley, Acne; March 29, Dr. 
Bulkley, Psoriasis; April 5, Dr. Bulkley, Syphilis; 
April 12, Dr. Bulkley, Syphilis; April 19, Dr. 
Bainbridge, Cancer; April 26, Dr. Bainbridge, 
Cancer. 

The lectures will be abundantly illustrated by 
means of cases, models, colored plates, etc.; and 
will aim at presenting the subjects in a practical 
and instructive manner. 





The American Proctologic Society announces 
through its committee that the cash sum of $100 
will be awarded, as soon as possible in 1911, to 
the author of the best original essay on any dis- 
ease of the colon in competition for the above 
prize. 

Essays must be submitted to the secretary ot 
the committee on or before May 10, 1911. The 
address of the secretary is given below, to whom 
all communications should be addressed. 

Each essay must be typewritten, designated 
by a motto or device, and without signature or 


-any other indication of its authorship, and be 


accompanied by a separate sealed envelope, 
having on its outside only the motto or device 
contained on the essay, and within the name, the 
motto or device used on the essay, and the ad- 
dress of the author. No envelope will be opened 


except that which accompanies the successful . 


essay. 
Dr. Lewis H. AD.ER, JR., Secretary. 
1610 Arch St., 
Philadelphia, Pa. 





Dr. G. Carl Huber, professor of Histology and 
Embryology of the Department of Medicine of 
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Palmer, Raymond A. 


Daum, Ignatz I. Detroit 
Wagner, Nicholas B. Iron Mountain 
Cronk, Fred John Kalamazoo 
Brown, Horatio A. Jackson 
Halstead, Albert E. Chicago, Ill. 
Alving, Otto Edwin Iron Mountain 


South Haven 


Herriman, Elbridge A. 





ADDITIONAL REGISTRATIONS IN MICHIGAN 





College Qual. Date 


Univ. of Mich., Med. 

Department Exam. 11— 5-10 
Univ. de Paris Exam. 11-11-10 
Rush Med. Coll. I 11-30-10 
Johns Hopkins I 12-15-10 
Rush Med. Coll. i 12-23-10 
Chicago Med. Coll. I 1-12-11 


Royal Karoliaska 

Med.-Chur.,. Sweden I 1-31-11 
Med. Coll. Victoria 
Univ., Toronto Exam. 2- 1-11 
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the University of Michigan, tendered his resigna- 
tion as secretary of the department at the meet- 
ing of the Board of Regents, January 19. While 
Dr. Huber withdraws February 1 from this posi- 
tion which he has occupied for the last fifteen 
years, he retains his professorship. 

Dr. Huber has been made head of the new de- 
partment of embryology at the Wistar Anatom- 
ical Institute, Philadelphia, and will spend part 
of his time there. An arrangement has been 
effected for the next two years. By long service 
Dr. Huber has earned a year’s leave of absence, 
which the Regents have consented to allow in 
two periods of six months each. During the 
next semester and summer, Dr. Huber will be at 
the Wistar Institute, and he will return to the 
University of Michigan for the first semester of 
next year. The second semester of that year, 
again, he will go to Philadelphia. Plans for the 
future have not been definitely arranged. 

At a meeting of the Medical Faculty of the 
University of Michigan, Dr. C.. W. Edmunds, pro- 
fessor of Therapeutics and Materia Medica, was 
elected secretary of the department to take the 
place of Dr. Huber. 

The occupation of a new laboratory by the 
departments of Physiology and Pharmacology ot 
the University of Michigan this year, has been a 
distinct advantage to the students engaged in 
those sciences at Ann Arbor. Where formerly 
the chemical and physiological work of the de- 
partments had to be done in crowded rooms with 
poor light and no ventilation, commodious lab- 
oratories have now been supplied by the remodel- 
ing of the main portion of the Old Chemical Build- 
ing. 

The basement and lower floor have been fitted 
up for the department of Pharmacology, while 
the second and third floors are equipped for the 
department of Physiology. Besides main lab- 
oratories on both the first and second floors, there 
are also offices, rooms for special research, and 
preparation rooms. 

Perhaps the chief feature of the new laboratory 
is the amphitheater, newly constructed at the 
east end of the building. By making the rear 
part of the north wall project fifteen feet, room 
for the present large amphitheater was provided, 
and at the same time the symmetry of the build- 
ing was improved. The amphitheater, which is 
the design of Dr. W. P. Lombard of the Physi- 
ology department, seats about 150 students, and 
is well lighted and ventilated, and equipped with 
every convenience. This amphitheater, says 
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Dr. C. W. Edmunds, professor of Materia Medica, 
is the most comfortable and in every respect the 
best amphitheater on the University Campus. 

A contagious disease hospital for the city of 
Ann Arbor will be built if the city accepts an 
offer which the Board of Regents of the Univer- 
sity of Michigan made at their meeting, 
December 21. The necessity for such a hos- 
pital was pointed out at least two years ago, and 
has been the subject o negotiations between the 
Regents and the city fathers since the November 
meeting of the Board. At the December meet- 
ing the Regents offered by resolution to furnish a 
site and to equip and maintain the hospital when 
completed, provided that the city would give 
$25,000 for the erection of the building. The 
offer, if approved by the Common Council, will 
go before the people. 

The new Eye and Ear Ward was opened at the 
University late in January, with twenty-five 
patients. It is a four story re-enforced concrete 
building, and cost about $30,000. 
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Collected Papers by the Staff of St. Mary’s Hospital, 
Mayo . Clinic, Rochester, Minnesota, 1905-1909. 
Octavo of 668 pages, illustrated. Philadelphia and 
—— W.B. Saunders Company, 1911, Cloth, $5.50 
net. 


Admirers of the work done at the St. Mary’s 
Hospital Clinic at Rochester, Minn., by the Mayo 
Brothers and the Hospital Staff, will no doubt 
welcome the advent of this book, and be pleased 
to know that such a large number of papers from 
this widely known clinic have been indexed, 
bound and presented to the profession in acces- 
sible form and at nominal price. 

Seventy-three valuable papers, many of them 
beautifully illustrated, grouped into one volume, 
make that volume unique. It is not a text-book. 
It treats no particular subject, but gives the 
advanced opinions of the individual writers on 
the subject presented, at the time the papers 
appeared. 

All classes of cases treated at the Mayo Clinic 
are represented in this work, that includes pretty 
nearly everything afflicting the human being 
either in the head, chest, abdomen, pelvis, arms, 
legs, hands or feet. 

It is impossible for all to visit Rochester every 
year. It is impossible for some to go at all, but 
each and all may, if he or they choose, to a large 
degree, bring the clinic to his own office by meams 
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of this book, where he can at his leisure study 
the work done by a master hand and presented 
by a master pen. 

As a reference book to any surgeon it is valu- 
able, many times beyond the price asked. 


Bismuth Paste in Chronic Suppurations. Its diagnostic 
importance and Coaraponts value, ny Emil G. Beck, 
M. D., surgeon to the North Chicago Hospital, Chicago, 
Illinois. ith an introduction by Carl Beck M. D., and 
a chapter on the Application of Bismuth Paste in the 
Treatment of Chronic Suppuration of the Nasal Accesso 
Sinuses and the Ear, by Joseph C. Beck, M. D., wit. 
eighty-one engravings, nine diagrammatic illustrations, 
gua a ag plate. St. Louis: C. V. Mosby Company. 

ce, $2.50. 


In this monograph Beck gives a clear, concise 
and reasonably complete description of his ex- 
perience to date with the use of bismuth paste in 
the treatment of fistula, sinuses, and pus cavities. 
The results he shows and conclusions he draws 
are simply convincing. 

After a brief introduction and consideration of 
general conditions, he shows the value of bismuth 
paste in anatomical diagnosis, therapeutic effect. 
Emphasis is given by numerous radiographic 
illustrations throughout the work. 

His theory how the paste acts to cause and 
further the curative processes is ingenious and 
rational, easily harmonizing with known laws of 
healing and immunity. 

The technic is illustrated and explained. The 
limitations and causes of failure are dwelt upon. 
A chapter on bismuth poisoning and prevention 
adds much to the practical value of the work. 
As this treatment can be given by the general 
practitioner, it appears to open a broad field and 
gives promise of great hope to many to whom 
heretofore the horizon has been overcast and 
gloomy. 


The Care and Training of Children. By LeGrand Kerr, 
M, D., of Brooklyn. Funk & Wagnalls Company, Pub- 
lishers. 12mo, cloth, 75c. net; by mail, 82c. 


The practising physician will find a mine of 
useful and interesting facts in Dr. Kerr’s book. 
He has condensed the best of many years’ expe- 
rience and observation as a physician, together 
with the more intimate observations of many 
parents, who, under his appreciative eye, have 
made a study of the subject. He has not sought 
to elaborate a “‘system”’ of training, and imprint 
thereon his own theories, but has rather reflected 
in a series of delightful monographs the matured 
experience of the many. There is scarcely a 
feature of child training, hygienic, physical, 
mental, moral that is not considered; and when 
one has read the various chapters there seems to 
be nothing more that could be said to cover the 
problem. Paragraph topics appear in the mar- 
gins throughout the book. 
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DR. WILFRID HAUGHEY, 
Secretary Michigan State Medical Society 
BATTLE CREEK, MICH. 
My Dear Dr. Haughey:— 

lam planning to be in Lansing on Tues- 
day, the 28th, to enter the protest of the 
Medical Profession against the passage of 
House Bill No. 123, which is a measure “‘to 
provide for the regulation, licensing and reg- 
istration of Chiropractors, practising Chiro- 
practics, and for the punishment of offenders 
against this Act.”’ 

This Bill was referred to the Committee on 
Public Health, and will come up for the third 
reading on Tuesday next. This is a viclous 
measure and should be opposed by the pro- 
fession of the State. 

There is also House Bill No. 208 which 
was referred to the Committee on Towns and 
Counties, and is entitled: ‘‘An Act relative 
to the adjustment and payment of claims 
against counties and to provide appeal from 
disallowance thereof.’’ This Bill amends the 
Act of 1909 by the following insertion: 


**‘Provided, that no appeal shall be 
allowed unless such claimant shall 
have appeared before the said Board 
and presented evidence in support of 
such claim.”’ 


The objection to this law is that the Board 
of Supervisors allow Claims before adjourn- 
ing and usually an opportunity is not given for 
the hearing required by law, and consequently 
there can be no appeal. It seems to me 
that this amendment should be defeated and 
that the profession Is interested In accom- 
plishing this. 

House Bill No. 235, whichis our Medical 
Practice Act, was Introduced by Representa- 
tive Reynolds and referred to the Committee 
on Public Health, To the wording of this Act 
the Christian Sclentists are objecting and a 
hearing will be given them on Friday. It may 
be necessary to make some concession to 
them. However, | think this is a matter that 
Should have our consideration at the time 
the other questions are taken up. 

Will it not be possible for you to be in 
Lansing on Tuesday next to assist in accom- 
plishing our purposes? I have written to 
Drs. Burr, Abrams and Du Bols, urging their 
attendance. ; : 

With kindest regards, | am, 
Yours sincerely, 
WALTER . SAWYER. 
Hillsdale, Mich., Feb. 22, 1911. 
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